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Complement Fixation with Antigens 
from Acid-fast Saprophytes.—Antigens 
for the tuberculosis complement-fixation 
reaction were prepared from acid-fast sapro- 
phytic bacilli by methods similar to those 
used in the preparation of the Wassermann 
antigen from true tubercle bacilli. Acetone, 
trichlorethylene and tetralin were used as 
solvents. The saprophytes used were the 
butter, water, milk, smegma, trumpet, 
blind-worm, turtle and timothy bacilli. 
These were extracted until acid-fastness 
completely disappeared. ‘The antigens pre- 
pared in this manner reacted with the serum 
of tuberculosis patients in the same manner 
as the Wassermann antigen, often giving 
fully as strong reactions. The absolute 
specificity claimed for the Wassermann 
antigen, however, was not attained. Re- 
sults were particularly good with the smegma 
bacillus. Another series of experiments 
was performed in which the method of Negré 
and Boquet was compared with that of 
Wassermann. The method of Negré and 
Bouquet was found to be less specific. An- 
uigen prepared from acid-fast saprophytes, 
by the method used by Negré and Boquet 
in preparing antigen from true tubercle 
bacilli, paralleled the Negré-Boquet antigen 
inactivity. Saturation experiments brought 
out definitely the fact that it was possible 
for the antigens prepared from acid-fast 
saprophytes to adsorb from the serum of 
tuberculosis patients the substances which 
react with antigens prepared from tubercle 
bacilli. The conclusion is warranted that 
tubercle bacilli and the acid-fast saprophytes 
are related in composition.— Untersuchungen 
ther Komplementbindung bei Tuberkulose. 
I. Besiehungen swischen Antigen aus sdure- 
festen Bakterien und Seren Tuberkuliser, 
T. Ogawa, Ztschr. f. Immunitdtsforsch. u. 
exper. Therap., July 10, 1925, xliti, 339.— 
(E. R. L.) 
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Effect of Strychnine and Chloroform 
on Tuberculosis Complement Fixation. 
—Strychnine and chloroform in large doses 
may cause changes in the serum of a healthy 
dog which will render positive tuberculosis 
complement-fixation reaction. Blood taken 
from the dog before the fatal injection gives 
a negative reaction with the same antigen. 
—Action “in vivo” de la strychnine et du 
chloroforme sur les resultats de la deviation 
du complement apliquée au diagnostic de la 
tuberculose canine, Brocg-Rousseu, Cauche- 
mez and Urbain, Meeting, Soc. de Biologie 
de Paris, March 7, 1925, reported in Presse 
Méd., March 14, 1925, no. 21, 335.— 
(E. H. K.) 


New Staining Method for Tubercle 
Bacilli in Sputum.—The usual sputum 
smear is covered with 8 to 10 drops of a 1 
per cent watery solution of dahlia or carbol- 
dahlia, which is warmed to steaming. 
After cooling the dye is poured off, and the 
smear washed with water. It is decolorized 
to complete absence of violet color by means 
of 10 per cent alcoholic sulphuric acid 
washed with water and counterstained with 
0.5 per cent filtered aurantia solution for 
10 seconds, washed with water and dried. 
The tubercle bacilli appear intensely violet 
in a background of gold. The Much 
granules have a black blue tint. In com- 
parative tests it is believed that this method 
makes the determination of tubercle bacilli 
easier; even weakly acid-fast bacilli are well 
stained, while other forms, smegma. bacilli, 
etc., stain with a counterstain—Uber ein 
neues Fadrbungsverfahren der Tuberkelbacil- 
len im Sputum, W. P. Semenow, Centralbl. 
f. Bakt., Abt. I, Orig., 1923, xci, 140.— 


Alizarin Sputum Test.—The alizarin 
test for protein in the sputum is not specific 
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for tuberculosis, but the number of positive 
reactions increases with the severity of the 
disease. The reaction was, however, nega- 
tive in 30 per cent of the cases of Turban 
III. ‘The test is of no differential diagnostic 
significance.—Die Alisarinprobe auf Eiweiss 
im Sputum und thre diagnostische Bedeutung 
fiir die Tuberkulose, G. Ziuhlsdorff, Ztschr. f. 
Tuberk., 1924, xl, 449.—(H. J. C.) 


Homogenization of Sputum with 
Urea.—For the purpose of homogenizing 
and concentrating sputum crystalline urea 
is used instead of antiformin. A mass 
(about the size of a German mark) of saliva- 
free sputum is ground in aporcelain mortar 
with crystallized urea to the consistency of 
a white paste. This paste is allowed to 
stand in the incubator or at room tempera- 
ture for 15 minutes, 20 to 24 cc. of dis- 
tilled water are added, and the mixture 
centrifugated for 5 minutes. ‘The sediment 
is examined microscopically in the usual 
way. Whether this method will prove 
better than the antiformin method of Uhlen- 
huth and Xylander remains for future ob- 
servations to determine. The method, 
however, has its value in the fact that the 
tubercle bacillus is not appreciably harmed. 
As a result of this, pure culturing of the 
tubercle bacillus directly from the centrif- 
ugated sputum can undertaken— 
Ein neues Verfahren sur Homogenisierung 
von Sputum, Anreicherung und Reinsiich- 
tung von Tuberkelbacillen, H. Dold, Beitr. 
Klin. d. Tuberk., 1924, lviii, 335.— 


Modified Pirquet Test.—A_ modifica- 
tion of the Pirquet test is performed which 
is claimed to exceed the ordinary test in 
sensitiveness, the essential principle of it 
being the application of a cotton pad satu- 
rated with tuberculin. The test is so dis- 
tinct that rarely does the intracutaneous 
test have to be performed. In the course 
of a thousand tests no harmful effects were 
observed.—Eine fiir die Fiirsorge besonders 
geeignete Abart der Tuberkulinhautprobe, H. 
Grass, Beitr. 3. Klin. d. Tuberk., 1924, lviii, 
488. —(H. J. C.) 


Causes of Error in Study of Tuberculin 
Reaction.—Comparative study of different 
statistics is rendered very diificult by the 
fact that the crude tuberculins used are not 
comparable, as there are variations in dif- 
ferent lots from the same institute or other 
institutes, and changes brought about by 
age. The technique employed may _ in- 
fluence the intensity of the reaction, and, 
finally, differences of reaction may be noted 
in the same individual. The frequency of 


false negative reactions claimed by the 
German writers, because in performing a 
series of reactions the percentage of nega- 
tives is diminished, is not admitted. Again, 
according to the Germans there is dis- 
appearance of the reaction during improve- 
ment in fibrous forms of the disease, and its 
reappearance means fear of fresh activity. 
But it is considered that there is no relation 
between the modifications of the reaction 
and the danger of relapse, because, as seen 
in children for instance, there is diminution 
of the intensity of the reaction only a few 
days before death, a fact hardly in favor of 
the prognostic value of the cutireaction 
Bezancon, while recognizing the truth of the 
above, said due value was not given to such 
well-known points as the intensity of the 
reaction in the course of pleurisy. Calmette 
explained the variability of the reaction as 
due to the multiplicity of techniques of 
preparation of tuberculin. Kiiss certified 
to the stability of concentrated tuberculin 
and did not believe age figured among the 
causes of error.—Causes d’erreur dans 
Vétude des cuti-réactions @ la tuberculine, 
Debré, Mecting, Section d’Etudes Scienti- 
fiques de la’Ocuvre dela Tuberculose, March 
14, 1925, reported in Presse Méd., April 1, 
1925, no. 26, 426.—(E. H. K.) 


Tuberculosis Simulating Lymphatic 
Leukemia.—The early diagnosis of acute 
lymphatic leukemia rests largely on the 
number, the relative proportions and the 
character of the white cells in the blood. 
Other conditions may show changes so 
similar as to deceive the most expert ob- 
servers. This paper records two such in- 
stances, The first case is one of acute in- 
fectious mononucleosis with Vincent’s an- 
gina. The second case is that of a colored 
girl, aged 16, admitted to the Roosevelt 
Hospital suffering from pain in the upper 
abdomen. From blood and physical ex- 
amination a diagnosis of acute lymphatic 
leukemia was made. At autopsy there 
was found tuberculous bronchopneumonia 
of the left upper lobe, with tuberculosis of 
the tracheal and bronchial lymph nodes. 
Miliary tubercles were scattered through 
both lungs, the liver and the spleen. The 
bone-marrow, studied both by smear and 
in sections, showed no pronounced ab- 
normality. In view of the two cases pre- 
sented, a high absolute and relative mono- 
nuclear count, persistent fever, and en 
larged lymph nodes are not enough to es- 
tablish the diagnosis of acute lymphatic 
leukemia. This diagnosis must wait on the 
progressive development of symptoms and 
until repeated blood examinations have 
demonstrated thoroughly typical blood 


ABSTRACTS OF TUBERCULOSIS 75 


changes.—Conditions Simulating Acute Lym- 
phatic Leukemia (Infectious Mononucleosis. 
Tuberculosis) J. F. Landon, Am. J. M. 
Sc., July, 1925, clxx, 37.—(B. T. McM.) 


Botello’s and Other Reactions in 
Tuberculosis.—Botello’s reaction with a 
tuberculous patient’s serum, the sedimenta- 
tion reaction of erythrocytes, and the rela- 
tion of these to Mattefi’s reaction were 
studied by the authors. There was no 
relation of these with the type of fever, 

ulse frequency, etc., but there was a paral- 
elism between these and the severity of the 
pathological processes, in which case the 
reactions seemed to go hand in hand with 
the activity of the process.—On the Meaning 
of Botello’s Reaction Presented by the Tuber- 
culous Patient’s Serum and the Precipitation 
Reaction of the Erythrocytes and Their 
Relation to Mattefi’s Reaction, S. Watanabe 
and K. Kamino, Kekkaku, 1925, iii, no. 1, 
Abstract from Japan Medical World, 1925, 
v, 227.—(M. M.) 


Red-Cell Sedimentation Test.—The 
author examined 333 cases of pulmonary 
tuberculosis by the sedimentation test of 
Linzenmeier and found 200 minutes (in men 
slightly higher values) as the lowest range 
of normal. He discountenances the terms 
“latent” and “inactive.” A latent tubercu- 
losis can also be active, as for instance, a 
beginning miliary tuberculosis. It is often 
difficult to differentiate between active or 
still inactive pulmonary _ tuberculosis. 
Among 138 cases, which were diagnosed as 
active and requiring treatment according to 
the sanatorium, but which careful observa- 
tion proved to be without signs of active 
tuberculosis, the sedimentation reaction gave 
normal values in 80 per cent. On the other 
hand, among those classed as definitely 
active clinically, there was a large per- 
centage with normal sedimentation time, 
most of them with mild disease and slight 
findings, and only one with positive sputum. 
The sedimentation reaction is, therefore, no 
absolute diagnostic aid to determine activity, 
but it may in many questionable cases, give 
an early differentiation. A_ strict dif- 
ferentiation between exudative and produc- 
tive tuberculosis, on the basis of the sedi- 
mentation reaction, is not possible. Re- 
peated tests may aid in prognosis.—Blut- 
korperchensenkungsreaktion und aktive Lun- 
gentuberkulose, Bochalli, Ztschr. f. Tuberk., 
1924, xl, 274—(H. J. C.) 


Red-Cell Sedimentation Test.—The 
Linzenmeier technique was used. In diagno- 
sis the test must be very cautiously evalu- 
ated. High values do not definitely speak 


against tuberculosis, but low values (in 
women below 100, in men below 150) are 
suggestive if the test is properly controlled. 
The Grife and Reinwein combination of 
sedimentation test and injection of small 
doses of tuberculin is of no value for the 
diagnosis of activity. The individual forms 
of pulmonary tuberculosis, especially produc- 
tive and exudative, cannot be definitely 
differentiated by the sedimentation test; 
but, as a whole, high values are found in 
favorable indurative processes, while with 
cavernous phthisis and all exudative cases the 
values are low. Asa whole, the outcome of 
a sedimentation test parallels the severity 
and extent of the process. Exudate forma- 
tion and the occurrence of hemoptysis are 
associated with the shortening of the sedi- 
mentation rate. Repeated examinations, 
especially during pneumothorax treatment, 
can be of prognostic significance—Wert der 
Blutkorperchensenkung fiir die Diagnose und 
Prognose der Lungentuberkulose, K. Liwen- 
thal, Ztschr. f. Tuberk., 1924, xl, 105— 
(HJ. 


Red-Cell Sedimentation Test.— 
Marked acceleration of the sedimentation 
rate is no contraindication for the initiation 
of specific treatment. Foresight is, how- 
ever, necessary, in increasing the interval 
and only gradually increasing the dosage. 
If the sedimentation rate becomes more 
rapid then the treatment is discontinued, 
even though the clinical symptoms have not 
definitely become aggravated.—Uber die 
Bedeutung der Sedimentierungsreaktion ( Fest- 
stellung der Senkungsgeschwindigheit der 
roten Blutkirperchen) bei specifischen Kuren 
gegen die Lungentuberkulose, I. Mende, 
Zischr. f. Tuberk., 1924, «li, 53.—(H. J. C.) 


Red-Cell Sedimentation Test.—The 
author uses a personal modification of the 
sedimentation-rate method of erythrocytes 
(details not given) which he considers of 
definite diagnostic and prognostic value in 
tuberculosis.—Diagnosis of Active Tubercu- 
losis and Studies on a New Precipitation 
Test Intended for Establishing Prognosis, K. 
Kohgami, Kekkaku, 1925, tii, no. 1, Abstract 
from Japan Medical World, 1925, v, 227.— 


(M. M.) 


Combined Tuberculin and Red-Cell 
Sedimentation Test.—The Grife and 
Reinwein combined tuberculin and sedimen- 
tation test was slightly modified, in that 
higher tuberculin doses were used and the 
sedimentation rate tested more frequently. 
Thus 125 cases were studied with 1100 
sedimentation tests and 502 O.T. injections. 
A definite influence on the sedimentation rate 


was determinable only with larger tuber- 
culin doses. High temperature, persisting 
for some time, occurred without influencing 
in any way the sedimentation rate. It is 
concluded that definite changes in the sedi- 
mentation rate can occur with active proc- 
esses, but that absence of or slight changes 
do not exclude an active process. A definite 
dose of O.T. cannot be outlined, but the 
course over a longer period with increasing 
dosage should be tested.—Zur Verfeinerung 
und Verbesserung der biologischen Diagnose 
der Lungentuberkulose. Kombination der 
Blutsenkungsreaktion mit der Injection von 
Alttuberkulin, Tegtmeier, Ztschr. f. Tuberk., 
1924, xl, 442. —(H. J. C.) 


Flocculation and Red-Cell Sedimenta- 
tion Tests.—If precipitation of the serum 
occurs within one-half hour of setting up of 
the test, a la M4téfy, there is good reason to 
believe that the patient is suffering from 
exudative tuberculosis. If it occurs within 
twenty minutes, the outlook is almost cer- 
tainly death for the patient. A delayed 
flaking, forty-five minutes, indicates pro- 
gressive tuberculosis with cavitation; the 
slower reactions, from one hour up, indicate 
chronic, sclerotic tuberculosis. Further 
study must be done before anything definite 
can be said about the value of the test in 
the early stages of tuberculosis, for it is 
likely that a negative reaction will not rule 
out beginning tuberculosis. As to the red 
blood cell sedimentation rate, it appears that 
the more rapid rates of sedimentation are 
associated with the more seriously sick 

ple. The comparison of tests taken at 
intervals is of much more value than a single 
test.—Flockungsreaktion im Blutserum nach 
Météfy und  Blutkorperchensenkungs probe 
bei  Lungentuberkulose, A.  Beekmann, 
Deutsche med. Wehnschr., November 7, 
1924, li, 1537.—(H. S. W.) 


Daranyi Flocculation Reaction.—The 
Daranyi reaction serves for the determina- 
tion of the colloid lability of the blood 
serum. It is a flocculation reaction, oc- 
casioned by the addition of an alcohol- 
sodium chloride mixture to blood serum. 
By means of this reaction it is claimed pos- 
sible to differentiate active from inactive 
tuberculosis. The reaction was tested on 
300 cases of pulmonary tuberculosis. There 
was a parallelism between the reaction and 
the activity of the disease. Intensity and 
extent of the disease, so far as this was deter- 
mined by tissue destruction, were of strik- 
ing significance, while the reaction was not 
influenced by toxin action or catarrhal con- 
ditions of the air-passages. In a large 
number of cases of definitely active disease 
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the reaction was negative, which markedly 
depreciates its value. In the presence of 
positive sputum the reaction was positive 22 
and negative 16 times. For the determina- 
tion of early tuberculosis the reaction is 
valueless, and a negative reaction does not 
exclude a pulmonary tuberculosis. In ad- 
vanced cases of the second and third states an 
unquestionably negative reaction occurred 
in 23 per cent. As a therapeutic control 
the reaction was also not serviceable.— 
Zur klinischen Bedeutung der Daranyi- 
Reaktion bei der chronischen Lungentuberku- 
lose, C. Kruchen, Beitr. z. Klin. d. Tuberk., 
1924, lviit, 301—(H. J. C.) 


Flocculation and Agglutination Reac- 
tions.—Experiences with the lecithin-cal- 
cium chloride flocculation reaction of Sachs 
and Klopstock and the Fornet agglutina- 
tion method are reported. An examina- 
tion of 20 open and 60 closed cases of pul- 
monary tuberculosis by the Sachs-Klopstock 
method revealed no significant differences; 
only the febrile cases appeared to react 
slightly stronger than the nonfebrile. 
Twenty sera from nontuberculous cases 
among which there were cases of carcinoma 
and other nonfebrile diseases, reacted just 
as strongly as a tuberculous serum. The 
reaction is, therefore, an entirely nonspecific 
lability reaction. Similar results were ob- 
tained with the Fornet method. Here also 
the sera from nontuberculous cases reacted 
equally with those from tuberculous cases. 
Theoretical considerations are taken up, 
especially in view of the defatting of the 
tubercle bacilli in the Fornet test.—Uder 
zwei neuere serodiagnostische Bestrebungen 
zur Erkennung der aktiven Tuberkulose, J. 
Briinecke, Beitr. 2. Klin. d. Tuberk., 1924, 
lviti, 312.—( H. J. C.) 


MAatéfy Reaction in Pulmonary Tuber- 
culosis.—This is a test of the colloidal con- 
tent of the blood. Tried out on a large 
number of cases, the test is found to be 
positive in 61 per cent of healthy people and 
to show great fluctuations.—Dze Bedeutung 
der Météfyschen Reaktion fiir die Klinik 
der Lungentuberkulose, H. Zwerg, Deutsche 
med. Wehnschr., February 27, 1925, li, 353. 
—(H.S. W.) 


Refractometric and Viscosimetric Ex- 
aminations of Blood Serum in Tuber- 
culosis.—Refractometric determinations of 
the blood of 92 patients in all stages of tuber- 
culosis revealed almost normal values in 
all. Serial examinations in 8 fatal cases 
showed a gradual diminution before death. 
Examinations of the albumin-globulin mix- 
ture revealed higher values in severe cases 
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and an increase of the globulin with un- 
favorable progress, while there was a de- 
crease with improvement. In meningitis 
and miliary tuberculosis the globulin in- 
crease was lacking. Marked focal reactions 
following tuberculin, and intercurrent dis- 
eases (influenza, angina), caused a tem- 
porary increase in globulin and a lowering 
of the refraction——Refraktometrische und 
viscosimetrische  Serienuntersuchungen im 
Blutserum Tuberkuléser, M. Génsslen and 
O. Maier, Ztschr. f. Tuberk., 1924, xl, 321. 
—(H. J. C.) 


Generalized Tuberculous Adenitis.— 
The case presented is that of a young, 
healthy looking male showing generalized 
enlargement of the lymph nodes, which in- 
volved both external and internal groups of 
lymph nodes. These varied in size from 
1.5x1 cm. to 3x2 cm. The nodes were 
discrete and painless, and showed no 
infammation or suppuration. Roentgen- 
ray examination of the chest revealed marked 
enlargement of the mediastinal lymph nodes, 
which were very clearly defined. The con- 
dition was of gradual onset, at first ac- 
companied by slight fever, but with no 
pronounced _ constitutional § symptoms. 
Laboratory examinations were negative. 
The patient’s blood picture was normal. 
The findings were suggestive of Hodgkin’s 
disease until biopsy of an _ epitrochlear 
lymph node revealed typical tuberculosis. 
Section of the opposite epitrochlear later 
disclosed the same condition. The tuber- 
culin test was positive, but guinea-pig 
inoculation with lymph-node material was 
negative, as were sections of the node stained 
for tubercle bacilli. After two years the 
lymph nodes had returned practically to 
normal and the patient appeared well. The 
literature is reviewed with disclosure of only 
a few genuine cases of generalized tubercu- 
lous adenitis without visceral lesions. The 
confusion of Hodgkin’s disease with this 
condition until Reed’s conclusive work in 
1902 is pointed out. The question as to 
why the lymphatic system alone should be 
involved raises the supposition that it may 
be possible that varying strains of tubercle 
bacilli have selective affinity for different 
tissues in a manner similar to that which 
seems to be the case with treponema 
pallidum. ‘The evidence in favor of this sup- 
position is not conclusive, but Tixier, Cour- 
mont, Bonnet and others have shown experi- 
mentally that guinea pigs injected with 
material from lymph nodes of patients suf- 
fering with generalized lymphatic tubercu- 
losis lived longer than guinea pigs injected 
with material from the tuberculous meninges 
of the same patient, and that the first in- 


jected group developed generalized tubercu- 
lous adenitis, whereas the second develope‘ 
tuberculosis of all organs. Certain authors, 
such as Tedenat, Fagge and Goodhart agree 
that generalized glandular tuberculosis is 
usually fatal. The clinical course of this 


case does not confirm this view.—Generalized 
Tuberculous Adenitis with Report of a Case, 
L. H. Criep and F.C. Narr, Am. J. M. Sc., 
December, 1925, clux, 822.—(E. H. K.) 


Tuberculosis of Eye.—Lupus commonly 
appears on the face and may involve the 
eyelids. Not uncommonly malposition of 
the lids occurs, due to cicatrization causing 
ectropion and, in severe cases, exposure of 
the wholeeye. The treatment of the lupus is 
that common for the disease in other parts of 
the body. In treating the ectropion efforts 
must be made to keep the eye covered. 
Lacrymal sac: A mucocele of the lacrymal 
sac is a common result of lupus in the nose. 
The other cause of lacrymal mucocele is 
congenital syphilis. Conjunctiva: Primary 
tuberculosis of the conjunctiva is rare. 
Clinically, the disease is classified into five 
groups: 1. Cases in which there is one or 
more miliary ulcers which usually caseate 
and may coalesce. 2. In this group there is 
a collection of small yellowish nodules 
beneath the conjunctiva usually about the 
size of a hemp seed. 3. There are found 
florid hypertrophied papillae and rounded 
outgrowths of granulation tissue springing 
from the palpebral conjunctiva or from that 
of the fornices. 4. Cases with cockscomb 
excrescences in the fornices, of jelly-like 
consistency, often ulcerated. 5. There is 
found a solitary pedunculated tumor, some- 
what like a papilloma, in which there is no 
involvement of the subconjunctival tissue 
and no subjective symptoms. ‘Tuberculosis 
of the conjunctiva cannot always be regarded 
as an expression of general tuberculosis, 
although it may be so occasionally. Cornea: 
Tuberculosis of the cornea is practically al- 
ways secondary to extension from the uveal 
tract. Jris and anterior chamber: ‘Two forms 
of tubercle affect these regions: (1) miliary 
tubercle and (2) confluent or conglomerate 
tubercle. In the treatment tuberculin is 
often of great value. Ciliary body: Tubercle 
of the ciliary body is generally an extension 
from the iris or choroid. Choroid: Miliary 
tuberculosis of the choroid is common as 
part of a generalized miliary tuberculosis. 
The involvement of the choroid occurs only 
just before death, and the percentage is 
something between 75 and 80. Solitary or 
conglomerate tubercle is a rare condition, 
which in its early stages simulates sarcoma 
of the choroid, the retina being detached. 
The condition is rarely, if ever, primary, and 
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other signs of tuberculosis are present else- 
where. Retina: Tuberculosis of the retina 
is nearly always secondary to affections of 
the uveal tract or optic nerve. A few rare 
cases of primary tuberculosis of the retina 
have been described. Optic nerve: Miliary 
tubercles in the sheath and septa are not as 
commonly found as would be expected, con- 
sidering the frequency with which tuber- 
culous meningitis occurs. Among other 
conditions in which tuberculosis elsewhere in 
the body gives rise to, or is supposed to give 
rise to changes in the eye, is tuberculous 
meningitis which is generally associated with 
many miliary tubercles. This is most 
marked at the base of the brain, where it 
affects the large cranial nerves, more espe- 
cially the optic nerves, which explains the 
frequency of ocular manifestations. Phlyc- 
tenular keratitis and kerato-conjunctivitis: 
It is a common teaching that this disease 
occurs as a result of what is termed the 
“scrofulous diathesis’” which is interpreted 
to mean that tuberculosis is its basis. The 
disease is characterized by the formation of 
one or more greyish elevations at the corneo- 
scleral margin; or of a grey exudate in the 
superficial epithelium of the cornea which 
breaks down to form a grey ulcer. The 
direct cause of the condition is unknown. 
There is evidence to show that the responsi- 
bility of tuberculosis for this disease has 
been much overstated. There is a definite 
connection between disease of the nose and 
phlyctenular keratitis—Tuberculosis of the 
Eye, C. Goulden, Tubercle, February, 1925, 
vi, 209.—(B. T. McM.) 


Tuberculosis of Middle Ear and 
Larynx in Children.—The author reports 
three cases of tuberculosis of the middle ear 
and two of tuberculosis of the larynx, both 
considered rare in children. —On Tuberculosis 
of the Middle Ear and the Larynx of Chil- 
dren, F. Nakahachi, Jikwa Zasshi, 1925, 
no. 296, Abstract from Japan Medical 
World, 1925, v, 226—(M. M.) 


Surgical Treatment of Laryngeal 
Tuberculosis.—Although the treatment of 
laryngeal tuberculosis rests on general 
measures fundamentally, surgical treatment 
may frequently be of great value. Tuber- 
culosis of the larynx is always due to reinfec- 
tion from within. The few cases described 
as primary tuberculosis have never been 
proved to be such. It is nearly always 
secondary to pulmonary infection. It has 
been observed in from 15 to 30 per cent of 
patients with pulmonary tuberculosis during 
life, and in 30 to 50 per cent at necropsy. 
The infection is usually from the sputum- 
laden surface, seldom through the blood or 


lymph-stream. Two main forms are seen, 
the proliferative and destructive or ulcera- 
tive. The usual sites are the posterior wall 
and roof and the cords. A very important 
form is perichondritis of the laryngeal 
cartilages. This can lead to complete 
occlusion of the larynx. Lupus of the larynx 
is relatively rare; it occurs as a diffuse, slowly 
progressive, slightly nodular infiltration of 
the entire larynx. Surgery of the larynx 
may be divided into two main classes, endo- 
laryngeal, extralaryngeal. The latter in 
turn may again be divided into the direct and 
indirect types. The direct, in which no mir- 
ror is used, is the most advantageous. It 
requires extensive anesthesia, both local 
and general. The author injects 0.04 
(unit not stated) laudanum and 0.0004 
scopolamin one hour before the operation, 
and 5 cc. of a 0.5 per cent tutocain-epinephrin 
solution into the superior laryngeal nerve on 
both sides. Then a 5 per cent tutocain- 
epinephrin-carbolic solution is painted on the 
epiglottis and inside of the larynx. Bloodless 
operations, for which several forms of appara- 
tus have been devised, are most suitable and 
less liable to complications. Galvanocau- 
tery and diathermy have many advantages. 
The deep cautery not only destroys the 
tuberculous tissue, but stimulates the sur- 
rounding tissue to favorable reaction. Dia- 
thermy is often preferable. The thermo- 
cautery, with temperatures up to 1500°, 
carbonizes the tissue. Carbonized tissue is a 
poor conductor of heat and therefore limits 
the action of the cautery to some extent. 
The smoke and steam liberated also interfere 
with the visual control of the operation. In 
diathermy on the other hand, the tempera- 
ture does not pass 80° and the extent of the 
tissue heated can be controlled. Hemor- 
rhage never occurs after diathermy. Post- 
operative edema can, however, follow either 
diathermy or the electric cautery. It is 
therefore imperative that the patient re- 
main in the hospital for at least one day after 
the operation. Occasionally a tracheotomy 
has been necessary. Tracheotomy is occa- 
sionally necessary as a result of the tubercu- 
losis itself, which sometimes leads to a high 
degree of stenosis of the larynx. Numerous 
untoward results may follow the operation, 
however. The fresh wound may be con- 
taminated by bacillus-laden sputum, and 
the patient is unable to control the dissemina- 
tion of sputum and bacilli in coughing. 
Possibly the larynx is less irritated after 
tracheotomy, and less likely to give rise to 
reflex coughing. Another operation designed 
to rest the larynx is injection of alcohol into 
the recurrent laryngeal nerve. There 1s 
danger of injuring the whole vagus at the 
same time, however. Complete laryngec- 
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tomy is sometimes indicated in the most 
serious cases. Cases are reported in which 
patients survived the operation from 2 to 12 
years. The operation is indicated only when 
the condition in the lungs is not bad. In 
general, operations on the larynx are contra- 
indicated in exudative-caseating tuberculosis 
of the lungs, but not in the proliferative 
types. Naturally the prognosis is better 
the more circumscribed the disease is in the 
larynx. For the relief of laryngeal pain 
without operation on the larynx itself, the 
superior laryngeal nerve may be resected or 
infiltrated with alcohol. The use of 0.5 
per cent tutocain makes the alcohol injection 
painless.— Ueber die chirurgische Behandlung 
der Kehlkopftuberkulose, C. Hirsch, Miin- 
chen. med. Wehnschr., June 5, 1925, lxxii, 
934.—(E. R. L.) 


Laryngocele and Aerocele in Case of 
Laryngeal Tuberculosis.—To the 6 cases 
described in the literature of median aerocele 
and laryngocele, the authors add one, ob- 
served before and after death, of severe 
pulmonary-laryngeal tuberculosis, in which 
a median air sac developed as a result of wide- 
spread chondritic lesions. The thyroid 
cartilage was perforated. It is concluded 
that median laryngocele has not been, be- 
yond criticism, observed in man. The 
previous cases thus designated were in all 
probability the result of cartilaginous 
changes and rupture through the thyroid 
cartilage. An analogy with the sac found 
in lower apes can be excluded, since these 
occur from different anatomic points and are 
covered by mucous membrane, which was 
never the case in laryngoceles reported in 
man.—Zur Pathogenese der medianen Laryn- 
gocele und der medianen Aerocele am Tals 
bei Larynxtuberkulose, P. Wichels und IH. 
Béhlau, Arch., 1924, cclit, 441— 


Homolateral Pulmonary and Laryngeal 
Tuberculosis.—The figures on the coinci- 
dence of homolateral pulmonary and laryn- 
geal tuberculosis are extremely variable. 
Krieg found 91 per cent and Guder 22 per 
cent; on the basis of total incidence of 
laryngeal tuberculosis, the figures vary from 
2 to 56 per cent. Mayer examined 2,500 
records at the Turban Sanatorium and found 
60.9 per cent of homolateral laryngeal and 
pulmonary tuberculosis. A satisfactory set- 
tling of the question is extremely difficult be- 
cause actual unilateral pulmonary tubercu- 
Osis is rare. It is not believed that a 
homolateral tendency indicates a lympho- 
genous origin of the laryngeal tuberculosis, 
but rather that it is due to a hereditary sus- 
ceptibility of the side involved—Zur Frage 


der Gleichseitigheit von Lungen- und Kehlkopf- 
tuberkulose, A. E. Mayer, Ztschr. f. Tuberk., 
1924, xl, 412.—(H. J. C.) 


Tuberculosis of Upper Respiratory 
Tract.—Of 125 cases of pulmonary tuber- 
culosis complicated by tuberculosis of the 
trachea, larynx and pharynx, 92 per cent 
or more were in cases of open pulmonary 
tuberculosis. Of open cases of pulmonary 
tuberculosis 60.04 per cent showed in- 
volvement in other organs. Of cases of 
tuberculosis of the trachea, larynx and 
pharynx, the intestines were also in- 
volved in 95.61 per cent.—On the Rela- 
tion between Pulmonary Tuberculosis and 
the Tuberculous Changes of the Trachea, 
Larynx and Pharynx. Statistical Observa- 
tions of Pathological Anatomy, B. Date, 
Jyuzenkwai Zasshi, 1925, xxx, no. 1, Ab- 
stract from Japan Medical World, 1925, », 
190.—(M. M.) 


Fatal Hempotysis Due to Nodose 
Periarteritis of Lungs.—Although the 
blood-vessels of the lung are very rarely 
involved in this comparatively uncommon 
disease, the case reported is an exception and 
the patient had a fatal hemorrhage from the 
lungs.— Tédliche Lungenblutung infolge Peri- 
arteriitis, C. Sternberg, Wien. klin. Wcehnschr., 
June 25, 1925, xxxviti, 729.—( H. S. W.) 


X-Ray Treatment of Dry Tuberculous 
Pleurisy.—Roentgen treatment was given to 
16 cases of uncomplicated chronic dry tuber- 
culous pleurisy, using a large field, focal dis- 
tance 30 cm., 3 mm. aluminum filter, 100 F. 
(erythema dose 130 F) repeated at intervals 
of three to four weeks. Two of the cases 
only treated once remained without effect, 
while 6 became symptomless and practically 
healed, and the remainder were improved. 
Friction rubs may persist. In two early 
cases a single treatment resulted in immme- 
diate and permanent freedom from symp- 
toms.—Die Réntgentherapie der trockenen 
tuberkulisen Pleuritis, T. Barsony and J. 
Hollo, Ztschr. f. Tuberk., 1924, xl, 278.— 


Sodium Citrate in Pleural Effusions.— 
In the case of pleural effusion when the fluid 
could not be withdrawn because of fibrinous 
masses, the anticoagulant property of sodium 
citrate was utilized. Thirty cubic centi- 
metres of a 10 per cent solution of this salt 
were injected into the pleural cavity. The 
next day 800 cc. of purulent fluid were 
easily withdrawn. It is concluded that 10 
to 30 per cent solutions of sodium citrate 
could at times be beneficially used, not only 
in serofibrinous (pleural) effusions, but also 
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in certain pericardial or peritoneal effu- 
sions.—De emploi du citrate de soude dans 
les épanchements pleuraux, Coyon and 
Marty, Meeting, Soc. de Thérapeutique, 
January 15, 1925, reported in Presse Méd., 
January 28, 1925, no. 8, 121.—(E. H. K.) 


Encysted Pleurisy Simulating Hydatid 
Cyst.—A case is presented in which the 
existence in the X-ray of a circular shadow 
in the left lung led to the diagnosis of 
hydatid cyst. At operation encysted 
pleurisy was found, showing that a circular 
shadow is not sufficient for the diagnosis of 
hydatid cyst of the lung.—Pleurésie enkystée 
simulant aux rayons X un kyste hydatique 
du poumon, Babonneix, Pollet and Lévy, 
Meeting, Soc. Méd. des Hépitaux de Paris, 
March 13, 1925, reported in Presse Méd., 
March 18, 1925, no. 22, 356.—(E. H. K.) 


Pleurisy of Mediastinum.—Two cases 
of pleurisy of the mediastinum are reported 
because the number of cases described is still 
small and the author is persuaded that this 
form of pleurisy is less rare than is generally 
supposed. The first case was one of exuda- 
tive mediastinal pleurisy on the left side 
anteriorly. The affection went on to relative 
cure without any fluid being withdrawn. 
It apparently followed pleurisy of the large 
pleural sac. The second case was of sero- 
fibrinous mediastinal pleurisy on the right 
side posteriorly. At the last report it had 
cured itself. Both cases, like most of those 
reported, were regarded as_ tuberculous. 
They were unilateral, as is usual. The case 
of anterior pleurisy showed marked symp- 
toms of pressure, among them a systolic 
murmur at the base of the heart from pres- 
sure upon the pulmonary artery, and dilata- 
tion of the veins over both hemithoraces, 
neck, head and both upper extremities, but 
more marked on the left. The voice was 
altered because of pressure on the recurrent 
laryngeal nerve. In the other case the only 
difficulty was dysphagia, which was caused 
by pressure upon the esophagus. As to 
diagnosis, fluoroscopy and roentgenograms 
always permit of differentiation from peri- 
carditis, which is the most common source of 
confusion. The X-ray image of mediastinal 
pleurisy is unilateral. With the pleurisy 
to the right the left side of the heart and 
vessels appears clean cut; with the pleurisy 
to the left, the right side of heart and vessels 
is practically normal. Pericarditis, on the 
other hand, while it gives a triangular shadow 
comparable at times to that of mediastinal 
pleurisy modifies the cardiac outline both to 
right and to left. Also, while the heart-beat 
is visible in pericarditis, it is invisible in 
mediastinal pleurisy on the side of the effu- 


sion and visible along the opposite margin of 
the heart. In the case, here described, of 
the effusion posteriorly the shadow of the 
fluid was obviously an addition to the right 
heart shadow. In the oblique position the 
effusion was readily seen to be behind the 
heart and separate from it. The X-ray is 
altogether the most reliable method of 
diagnosing the condition.—Contribution @ 
Vétude des pleurésies médiastines, Jean, Ann. 
d. Méd., October, 1925, xviii, 307.—(W. B.S.) 


Mediastinal Pleurisy.—This is localized 
not only in the mediastinum but also in the 
region of the diaphragm. Radiographically 
the effusion manifests itself above the 
hilum by a thin shadow, triangular in shape, 
crossing the superior vena cava, and extend- 
ing to the subclavicular region. In the 
subhilar region, the triangular shadow is 
wider and heavier, and it always extends over 
the dome of the diaphragm even to the point 
oi covering it completely. The question 
is raised as to whether it would be pos- 
sible to intervene surgically in this area 
and remove the exudate without risk of 
injury to the organs in the dangerous region 
of the mediastinum.—Projection, radio- 
graphiques de pleuresies mediastines, P. 
Duhem and P. Séguin, Meeting, Soc. de 
Pédiatrie, March 17, 1925, reported in Presse 
Méd., April 1, 1925, no. 26, 424.—(E. H. K.) 


Tuberculosis of Tracheobronchial 
Lymph Nodes.—The object of this study 
is chiefly to demonstrate the chaotic state of 
affairs among clinicians and roentgenologists 
as far as the diagnosis of tracheobronchial 
lymph-node tuberculosis is concerned, and 
also to point out the vital factors in the 
diagnosis of this condition. The investiga- 
tion is based on examinations of children 
admitted to the Prendergast Preventorium, a 
small institution in Mattapan, owned and 
managed by the Boston Tuberculosis Asso- 
ciation. These children are not sick and are 
not suffering from clinical or active tuber- 
culosis. Each child, however, comes from 
some family in Boston in which there is or 
has been some adult or other case of consump- 
tion, and has, therefore, been intimately ex- 
posed to tuberculosis. In addition to this, 
further requirements for admission demand 
that there be a positive Pirquet test, X-ray 
evidence supposed to show tracheobronchial 
lymph-node or hilum tuberculosis, and finally 
that the child in other ways has been made 
“free to gain”? by the removal of bad teeth, 
tonsils or other possible sources of infection. 
The special points studied and reported are: 
(1) X-ray evidence, (2) d’Espine’s sign, (3) 
parasternal and vertebral dulness, and (4) 
Eustace Smith sign. While in practically 
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every case the X-ray report accompanying 
the child spoke of definite changes in the 
hilum tissues, presumably thought to be 
due to tuberculosis, to the authors such 
appearances were well within normal limits. 
Out of 29 X-ray films which according to the 
report of the Boston Sanatorium showed 
“tuberculous bronchial glands,’ “hilum 
tuberculosis,” or “frank tuberculosis,” the 
authors’ records showed 17 normal, 6 slightly 
suspicious, and 5 suspicious, and only 1 
showed frank tuberculosis. To confirm the 
belief that there was a vast diversity of 
opinion as to this, 50 consecutive X-ray films, 
each of which was said to show pathological 
changes, were sent to three prominent 
roentgenologists for independent opinions. 
In only 14 of the 50 cases did these three X- 
ray men agree; these they all considered nor- 
mal. From a study of d’Espine’s sign it is 
evident that there is a marked variation in 
results in eliciting this sign which greatly 
detracts from its usefulness; that when dis- 
tinctly present it is far from being patho- 
gnomonic of tracheobronchial lymph-node 
enlargement as some claim. In this group of 
50 children, who were supposed to have hilum 
tuberculosis as shown by X-ray, neither 
parasternal nor paravertebral dulness is an 
important factor in diagnosis. The Eustace 
Smith sign consists of a clear, continuous 
hum or bruit heard over the upper part of 
the sternum when the child’s head is re- 
tracted as far as possible. It is of little 
value. Conclusions: 1. There is at pres- 
ent an amazing difference of opinion among 
roentgenologists and clinicians as to the 
interpretation of X-ray shadows of the 
hilum region in children. There is no appar- 
ent unanimity of opinion as to what consti- 
tutes normal or abnormal, tuberculous or 
nontuberculous, active or inactive, old or 
recent. This is a most unsatisfactory state 
of affairs and one that should not be allowed 
to continue. This situation is called to the 
serious attention of the roentgenologists of 
this country. 2. There is urgent need of 
further study as to the effect of acute non- 
tuberculous respiratory tract infections upon 
the hilum lymph nodes and tissues from 
both the clinical and roentgenological as- 
pects. 3. D’Espine’s sign and the Eustace- 
Smith sign are of comparatively little value; 
further, so called parasternal dulness is a 
point of no value, and paravertebral or inter- 
scapular dulness are of value chiefly in the 
hands of the very few whose skill in percus- 
sion is highly developed. In the case of 
children who are actually sick with tubercu- 
losis and are not merely infected contact 
Cases paravertebral dulness may be of real 
value in diagnosis. 4. The whole subject 
of the diagnosis of tracheobronchial lymph- 


node or hilum tuberculosis is still in doubt 
and uncertainty. “Signs” at the best are 
unreliable and X-ray evidence is of little 
value. Diagnosis should be based on his- 
tory, exposure, positive Pirquet reaction and 
constitutional signs and symptoms.—Bron- 
chial Gland Tuberculosis, J. B. Hawes 2d, 
and E. Friedman, Boston M. & S. J., May 
14, 1925, cxcii, 954.—( B. T. McM.) 


Treatment of Tuberculosis of Tracheo- 
bronchial Lymph Nodes.—Tuberculous 
hilum lymph nodes do not follow primary 
pulmonary lesions, but constitute an in- 
dividual primary disease and a source of 
progressive pulmonary infection. The 
symptoms are independent of the size of the 
diseased lymph nodes, but are dependent 
upon the activity of the process. Aside from 
a series of general symptoms, such as 
weakness, elevation of temperature, gastro- 
intestinal disturbances, etc., there may be 
occasional cough. Spinalgia is rare; para- 
vertebral dulness from the Sth to 8th 
thoracic vertebrae occurs only with marked 
enlargement of the lymph nodes. Koranyi’s 
and d’Espine’s signs are frequently met with, 
and at times there are moderate and large 
rales in the intact lung as the result of 
hyperemia due to pressure of the lymph 
nodes. Enlarged hilum nodes can be caused 
by other diseases and by anthracosis. Calci- 
fied and caseated nodes can easily be differen- 
tiated roentgenologically. Strands from the 
hilum to the apices are also seen. These 
can be produced by chronic stasis of the 
pulmonary circulation as a result of heart 
disease. Therapy consists of hygienic- 
dietetic treatment with heliotherapy. Before 
sunning, the chest is rubbed with green soap 
the action of which is enhanced by the addi- 
tion of 3 to 15 drops of human or bovine 
tuberculin. Lamp treatment, subcutaneous 
tuberculin therapy and roentgen-ray therapy 
are used, but not in the case of exudative 
caseous and progressive processes.—Die 
Behandlung der tuberkulésen Hilusdriisen, 
W. von Friedrich, Ztschr. f. Tuberk., 1924, xl, 
100.—(H. J.C.) 


Tuberculous Tracheobronchial Aden- 
opathy as Cause of Anorexia.—Since 
children with tuberculous tracheobronchial 
adenopathy who have lost weight because 
of anorexia can be fed by gavage and im- 
mediately gain weight, it is argued that there 
is no disorder of the gastric secretion, but 
difficulty in deglutition, possibly as a result 
of reflex spasm of the esophagus. A case is 
cited of a child, two and a half years old, with 
large right mediastinal lymph nodes. X-ray 
showed esophageal spasm which yielded to 
the passage of a sound and permitted normal 


deglutition—Anorexie par spasme de l’oeso- 
phage avec dysphagie et dilatation oesopha- 
gienne chez un enfant atteint d’adénopathie 
trachéo-bronchique tuberculeuse, L. Riba- 
deau-Dumas and J. Debray, Meeting, Soc. 
Méd. des Hépitaux de Paris, May 15, 1925, 
reported in Presse Méd., May 20, 1925, no. 40, 
664.—(E. H. K.) 


Nontuberculous Tracheobronchial Ad- 
enopathy.—While the diagnosis of 
nontuberculous tracheobronchial adenopathy 
in children is fraught with difficulties, a 
comparison of X-ray and autopsy findings 
justifies the following conclusions: 1. Hilum 
shadows are of variable significance. Gen- 
erally they are of vascular origin. Shadows 
situated in the pulmonary field are impos- 
sible to interpret in our present state of 
knowledge. 2. Autopsy shows two groups 
of lymph nodes clearly hypertrophied, the 
intertracheobronchial and the right antero- 
lateral-tracheal. The first is concealed by 
the heart. The second may be visible, but 
is situated very high, and it is not demon- 
strated that a simple inflamed lymph node 
may be visible in the X-ray. 3. All pul- 
monary lesions are accompanied by adenop- 
athies. Adenopathy with pertussis or 
measles means a complicating broncho- 
pneumonia.—A propos de Vadénopathie 
trachéo-bronchique non-tuberculeuse, Debré, 
Duhem and Petot, Mecting, Soc. de Pédiatrie 
de Paris, April 21, 1925, reported in Presse 
Méd., May 2, 1925, no. 35, 574.—(E. H. K.) 


Primary Tuberculous Pericarditis.— 
According to the literature secondary tuber- 
culous pericarditis is a fairly common disease 
but primary tuberculous pericarditis (in 
the pathological as well as in the clinical 
sense) is very rare. Hedblom, ina review of 
all the literature in 1921, found only 13 
cases proved by autopsy. Because of its 
rarity this case report is given. ‘The patient 
was a male negro aged 51. The case was 
considered one of primary tuberculous peri- 
carditis; that is, it was proved to be tubercu- 
lous, and clinically and pathologically it 
appeared to be primary, as no other focus of 
tuberculosis was found after careful search. 
The diagnosis was based on the chronicity, 
the presence of a relatively large sterile effu- 
sion, guinea-pig inoculation and necropsy 
findings. Judging from the relative fre- 
quency at necropsy of pericarditis with adhe- 
sions of probably tuberculous origin in 
patients who have died of another disease, it 
is probable that a large number of patients 
recover spontaneously. However, most 
cases with a large effusion run a chronic 
course and die. The fluid reaccumulates; 
open drainage is followed by infection and 
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the disease runs a characteristically down- 
ward course. In cases of secondary tuber- 
culous pericarditis the course seems largely 
determined by the type and location of the 
primary lesion. In reference to the treat- 
ment, Weil, Wenckebach, Loiseleur and 
Oppenheimer have produced pneumoperi- 
cardium with gratifying results, and con- 
cluded that the benefit derived is due to the 
effect of the air on the disease in a manner 
similar to the reputed effect of the air in 
tuberculosis of the peritoneum. Post- 
mortem statistics indicate that few disease 
processes are so frequently overlooked as 
those which affect the pericardium.—Pri- 
mary Tuberculosis of the Pericardium with 
Report of a Case, W. B. Bawls, Am. J. M. 
Sc., June, 1925, clxix, 815—(B. T. McM.) 


Tuberculous Perforation of Aorta.— 
Two cases are reported of tuberculous 
perforation of the aorta. In the first there 
was a vertebral tuberculosis with a resultant 
prevertebral abscess which, as a result of 
fistula formation, developed a mixed infec- 
tion, The inflammation involved the wall 
of the aorta with resultant perforation which 
is belitved to be due to the secondary infec- 
tion. In the second case a_ pericarditis 
spread to the wall of the aorta and perforated, 
resulting in a spurious aneurysm at first, 
which ruptured and terminated by fatal 
hemorrhage into the pericardium.—Zwei 
Falle von tuberkuléser Aorten perforation, E. v. 
Zalka, Virchow’s Arch., 1924, ccli, 685.— 


Tuberculosis of Breast.—A nulliparous 
woman of 45 who had had pleurisy two 
years previously developed a cold abscess of 
the axilla, which spread so as to involve most 
of the axillary lymph nodes. Later the 
mammary gland on the same side where the 
infection had remained latent showed signs of 
an active lesion. The tuberculous nature of 
the process in the mammary gland and the 
lymph nodes was confirmed histologically.— 
Tuberculose mammaire a début adénopa- 
thique, Meriel, Meeting, Soc. de Chirurgie de 
Toulouse, March 20, 1925, reported in 
Presse Méd., April 25, 1925, no. 33, 543.— 
(2. &.) 


Tuberculous Abscess of Rib Invading 
Interlobar Fissure.—The case was that of 
a patient who in the space of a few months 
had become greatly emaciated, but who had 
no localizing symptoms and only minimal 
physical signs over the upper third of the 
right lung. X-ray, however, showed a 
destructive lesion of the third rib near Its 
neck and an opacity extending to the fifth 
intercostal space. At operation a large 
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cavity was found containing tuberculous 
pus. Death ensued six days after operation. 
Autopsy was not obtained. By reason of 
the physical signs, X-ray and the findings 
at operation the collection of pus is thought 
to have been interlobar.—Abcés froid 
dorigine costale ayant envahi Vinterlobe 
supérieur droit, Pérard, Speder and Gayet, 
Meeting, Soc. de Méd. et d’Hygiéne du 
Maroc, December 3, 1924, reported in Presse 
Méd., February 28, 1925, no. 17, 274.— 
(E. H. K.) 


Tuberculous Abscess of Interlobar 
Origin in Chest-Wall.—A tuberculous 
abscess in the region of the right breast of a 
woman of 44 years was aspirated twice. 
Five months later it had grown as large as 
an orange. When an attempt at excision 
was made the sixth, seventh, eighth and ninth 
ribs were found to be involved and were 
resected for 7 or 8cm. In the cellular sub- 
pleural tissue a caseous mass was dis- 
covered, which extended into the lower inter- 
lobar fissure, where an abscess was found. 
Good recovery followed removal of the in- 
fected tissue-——Abscés froid thoracique d’ 
origine interlobaire, Dunet, Meeting, Soc. de 
Chirurgie de Lyon, March 5, 1925, reported in 
Presse Méd., March 18, 1925, no. 22, 359.— 


Extensive Extirpation of Large Tuber- 
culous Abscess of Thorax.—An enormous 
tuberculous thoracic abscess in a man of 21 
years failed to respond to medical treatment 
and was advancing rapidly to the point of 
fistula formation. Four months previously 
the man had had a unilateral castration for 
genita] tuberculosis from which there was still 
asmall fistula. In spite of this and the poor 
general condition of the patient and the fear 
of a visceral lesion, radical resection was 
done. Multiple lesions were discovered, and 
when the operation was finished there was a 
cavity as large as two fists. The wound was 
sutured and drained at both ends. There 
was abundant drainage for twenty days and 
definite healing by forty days. ‘Two months 
later the patient had gained four kilograms 
in weight, his temperature was normal, and 
the local and general conditions were very 
good. Total excision should be considered 
the treatment of choice in osteoarticular 
tuberculosis of the adult.—Volumineux 
abcés froid thoracique @ foyers multiples. 
Guérison rapide aprés extirpation large, 
Courboulés, Meeting, Soc. de Chirurgie de 
Lyon, March 19, 1925, reported in Presse 
Méd., April 4, 1925, no. 27, 440.—(E. H. K.) 


Surgical Treatment of Pericostal 
Tuberculosis.—In treating pericostal ab- 


scesses, including those of the ribs, sternum 
and pleura, the best procedure is the com- 
plete excision of the entire lesion and abscess 
membrane. The space thus left is then filled 
with a muscle transplant, in order to prevent 
the accumulation of secretion from the 
wound, after which the latter is closed with- 
out drainage. In spite of the fact that a 
fistula may develop, healing occurs much 
more rapidly than after the old method of 
drainage without removing the abscess 
membrane. Of 31 cases thus treated 14 
healed primarily, 6 developed a small super- 
ficial stitch abscess which healed in 1 to 4 
weeks, 4 had small accumulations of secre- 
tion in the wound which ruptured or were 
easily drained by puncture and then healed, 
while in 7 cases accumulations of secretion 
occurred in larger amounts and healing re- 
quired considerable time—Zur operativen 
Behandlung der Pericostaltuberkulose, H. 
Ito, Deutsche Ztschr. f. Chir., 1924, cluxxv, 
124.—( H. J. C.) 


Tuberculosis of Thyroid.—A case of 
tuberculosis of the thyroid in a woman 57 
years old is reported. Complete recovery 
followed thyroidectomy. Pathologically the 
condition was considered a primary affec- 
tion—On Tuberculosis of the Thyroid 
Gland, Y. Ohtsubo, Iji Shimbun, 1924, no. 
1149, Abstract from Japan Medical World, 
1925, v, 39.—(M. M.) 


Tuberculosis of Mouth.—Two cases are 
reported, one a man of 50, whose wife was 
tuberculous, the other a man apparently 
accidentally infected. Diagnosis was made 
clinically on the presence of adenopathy, 
which is absent in actinomycosis and tertiary 
syphilis of the lips, and was confirmed by 
animal inoculation and histological examina- 
tion. It is pointed out that lesions of this 
sort are more frequently observed in the 
anogenital region—Tuberculose éléphantia- 
sique dela bouche, Gougerot, Meeting, Soc. de 
Stomatologie de Paris, April 27, 1925, re- 
ported in Presse Méd., May 16, 1925, no. 39, 
649 —(E. H. K.) 


Perforating Tuberculosis of Vault of 
Palate.—Jacques reports a case of aman of 
twenty-eight years who had lost a large part 
of the palate, only the alveolar arch and 
velum remaining. ‘The tonsillar fossae were 
entirely cleared of lymphoid tissue. Through 
the perforation, the edges of which were en- 
tirely healed, one saw that the vomer was al- 
most totally destroyed. The turbinates 
appeared almost normal. There was a scar 
on the left lower turbinate, obliterating the 
opening of the lacrymal duct and another 
retractile scar with eversion in the region of 
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the sac. Besides these healed lesions, there 
was an ulceration of the upper gingivolabial 
cul-de-sac, with exposure and decay of the 
incisors and canines. There was lupus of the 
lip. The whole process was considered 
tuberculous, since antisyphilitic treatment 
over several years, in spite of the negative 
Wassermann, was without result. Curettage 
followed by thermocautery and _ iodide 


medication is proposed.—Tuberculose per- 
forante de la votite palatine, Jacques, Meeting, 
Soc. de Méd. de Nancy, January 14, 1925, 
reported in Presse Méd., February 11, 1925, 
no. 12, 192.—(E. H. K.) 


Tuberculosis of Esophagus.—A rare 
case of primary esophageal tuberculosis is 
reported. The primary focus perforated, 
and there ensued secondary infection and 
fistulous tracts in the wall of the esophagus, 
one fistula burrowing and communicating 
with a pulmonary cavity.—On a Rare Case of 
Ocesophageal Tuberculosis, C. Muto, Chosen 
Igakkwai Zasshi, 1925, no. 53, Abstract from 
Japan Medical World, 1925, v, 191.— 
(M. M.) 


Tuberculosis of Stomach.—Tubercu- 
losis of the stomach in two females, one 16 
years and the other 29 years of age, is re- 
ported. The first case had the histological 
features of a primary infection, while the 
second seemed to be an indirect infection 
through the lymphatics from a primary focus 
in the duodenum.—On Gastric Tuberculosis, 
T. Koide, Chiba Igakkwai Zasshi, 1924, ii, 
no. 4, Abstract from Japan Medical World, 
1924, iv, 332.—(M. M.) 


Tuberculosis of Stomach.—A rare case 
of tuberculosis of the stomach occurring in a 
man 39 years old who died of pulmonary 
and laryngeal tuberculosis is reported. A 
nodule the size of a bean was found in the 
mucous membrane of the lesser curvature. 
There was marked fibrosis and the focus was 
probably an old one.—On a Case of Tuber- 
culosis of the Stomach, T. Muto, Chosen 
Igakkwai Zasshi, 1925, no. 54, Abstract 
from Japan Medical World, 1925, v, 225.— 
(M. M.) 


Tuberculosis of Duodenum.—In a man 
with extensive pulmonary tuberculosis and 
ulcerative tuberculosis of the colon and 
rectum, there was also caseous duodenitis 
with a simple nontuberculous’ duodenal 
ulcer. The caseous duodenitis was of lym- 
phogenous origin and did not involve the 
mucous membrane, and originated from 
a widespread peritonitis—Zur Kenntnis 
der  Duodenaltuberkulose. Zugleich ein 
Beitrag zur Pathogenese des Ulcus duodeni, 


W. Pagel, Virchow’s Arch., 1924, ccli, 628. — 
(J. C.) 


Chronie Icterus from Tuberculous 
Lymph Nodes of Hepatic Pedicle.— 
Six cases of this condition reported in the 
literature are reviewed and another is 
presented. A man of 38 years, with nega- 
tive past history, had increasing jaundice 
without remissions, and progressive loss of 
weight and strength for six months. The 
liver was found to extend three finger- 
breadths below the costal margin, and the 
gall-bladder was palpable and tender and as 
large as the palm of the hand. Calculi did 
not appear on X-ray. The presumptive 
diagnosis was neoplasm of the bile-ducts or 
of the head of the pancreas. At operation 
the gall-bladder was found to be very large 
but without calculi. A hard mass was felt 
pressing on the ductus choledochus and this 
was thought to be neoplasm. Cystico- 
jejeunostomy was performed but death 
ensued the next day. Autopsy revealed two 
large lymph nodes obstructing the biliary 
tract, one as large as a billiard ball on the 
left side of the gall-bladder, the other below, 
bending the ductus choledochus to a V-shape 
and blocking the ampulla. There was no 
ulceration, neoplasm or calculus. On sec- 
tion the lymph nodes presented softened 
areas, almost caseous, and histological ex- 
amination showed them to be tuberculous. 
The rarity with which chronic icterus has 
been the only symptom of tuberculosis of 
the nodes of the hepatic pedicle is pointed 
out. Icterus as a late complication of 
obvious tuberculous peritonitis, when all 
the subperitoneal lymphatic apparatus is 
involved, is not considered in this paper. 
A review of the anatomy of the hepatic 
pedicle shows that there are two groups of 
lymph nodes along the biliary tract, one, the 
hepatic chain, consisting of one or two nodes 
under the junction of the cystico-hepatic duct, 
the other, the cystico-choledochal chain, 
consisting of three nodes along the struc- 
tures implied in the name. The two systems 
rarely communicate. The evidence of opera- 
tions and autopsies shows one or more lymph 
nodes of this second chain involved. Such 
an infection should lead to further search for 
the primary focus in the area the nodes 
drain, namely, the anterior, inferior surface of 
the liver, and especially the gall-bladder. 
Lesions of the gall-bladder were found in 
several of the cases reviewed, inclu ing 
calculi, adhesions, and _pericholecystitis. 
The question is raised of whether the gall- 
stones were cause or effect, the result of 
compression of the biliary tract by the en- 
larged lymph nodes. Clinically, differ- 
entiation of this condition from lithiasis, or 
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from tumor compressing the biliary tract, is 
possible only when there are other evidences 
of tuberculous infection, as, in one case 
cited, a tuberculous cervical adenitis. 
Even at operation, as in the present case, the 
diagnosis may be difficult. The prognosis is 
very bad unless there is early surgical 
intervention. Operative measures vary with 
the individual case, and include cholecyst- 
duodenostomy, or jejunostomy, or, at 
times, initial cholecystostomy. Removal of 
the infected nodes is sometimes practical. 
Though such treatment may relieve the 
jaundice, there is still the focus of infection 
to be taken care of, and since the gall- 
bladder is so frequently infected, cholecys- 
tectomy is considered advisable.—Ictéres 
chroniques par tuberculose des ganglions de 
pédicule hepatique, G. Jean, Presse Méd., 
January 10, 1925, no. 3, 38—(E. H. K.) 


Ileo-Cecal Tuberculosis with Hydroap- 
pendix.—The cecum and colon removed 
from a patient with pulmonary tuberculosis 
of five years’ standing contained not only the 
usual hypertrophic lesions of the cecum and 
ulcerative lesions of the cecum and of the 
colon, but also a hydroappendix. The 
tuberculous nature of the latter condition is 
apparently demonstrated in this case.— 
Tuberculose caeco-colique hydro-appendice, 
Tixier, Meeting, Soc. de Chirurgie de Lyon, 
May 7, 1925, reported in Presse Meéd., 
May 27, 1925, no. 42, 702.—(E. HI. K.) 


Intestinal Tuberculosis Secondary to 
Amebie Dysentery.—A man of 43 years, 
with chronic diarrhea for ten years and 
amebic cysts in the stools, died soon after 
a severe attack of abdominal pain, diarrhea, 
tenesmus and hypothermia. The autopsy 
showed fibrocaseous lesions in the lungs, 
tuberculous granulations in the small intes- 
tine and large healed ulcerations in the cecum 
and colon, which histologically proved to be 
tuberculous. The parasitic diarrhea seems to 
have provided a starting point for the intes- 
tinal tuberculosis——Dysenterie lamblias; 
tuberculose intestinale secondaire; granulie 
terminale, Roque, Morenas and Delore, Meet- 
ing, Soc. Méd. des Hépitaux de Lyon, 
March 3, 1925, reported in Presse Méd., 
March 18, 1925, no. 22, 360.—(E. H. K.) 


Treatment of Diarrhea in Tubercu- 
losis with Pentavalent Arsenic.—Pain 
and diarrhea in tuberculous enteritis were 
much ameliorated by 0.75 or 1.0 gram doses 
of stovarsol, but recurred when the drug was 
discontinued. It is possible to prolong the 
use of this drug over months with periods of 
rest, since it does not have the congestive or 
fever-causing properties of arsenic or the 
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cacodylates. Stovarsol does not heal the 
tuberculous lesions, but it is worth while for 
the relief of diarrhea. In certain non- 
tuberculous diarrheas in tuberculous patients 
stovarsol or treparsol may bring about com- 
plete cure——Traitement des diarrhées des 
tuberculeux et de l’enterite bacillaire par les 
arsenicaux pentavalents (stovarsol, treparsol), 
Bernard, Salomon and Thomas, Meeting, 
Soc. Méd. des Hépitaux de Paris, March 13, 
1925, reported in Presse Méd., March 18, 
1925, no. 22, 357.—(E. H. K.) 


Tuberculous Stricture of Rectum.— 
Two cases are described. A 27-year-old 
woman, with ulcerative tuberculosis of 
the lungs and larynx, suffered also with severe 
diarrhea. Tubercle bacilli could not be 
found in the stools. Rectal examination 
could be made only under anesthesia. It 
revealed an annular stricture 8 cm. above the 
anus. The region of the stricture was 
immobile, and the surrounding tissue in- 
durated. Lavage did not improve the con- 
dition. An artificial anus was made at the 
lower end of the descending colon; after 
search disclosed no other intestinal lesions. 
Guinea pigs inoculated with the washings 
of the stenosed, ulcerated area developed 
caseous lesions in which tubercle bacilli 
were recognized. The other case was that 
of a man 20 years old with exudative 
pulmonary tuberculosis. Six centimetres 
above the anus was an annular stricture. 
Two other separate and well-defined stric- 
tures could be felt above this one. Ulcera- 
tion was not marked, although blood was 
present in the stools. There was little 
periproctitis, and tubercle bacilli were not 
present in the stools. An artificial anus 
was made. At the operation tuberculous 
granulation tissue was found on the descend- 
ing colon. In the diagnosis of tuberculosis 
of the rectum, carcinoma, syphilis and 
gonorrhoea are to be differentiated. Obsti- 
pation, diarrhea, tenesmus and the dis- 
charge of blood and pus are likely to occur 
in all. In tuberculosis the band-like stools, 
common in carcinoma, are rare. Fever, 
loss of appetite, vomiting, pain in the stom- 
ach and headache arecommon. Anemia and 
cachexia occur in both conditions. The 
strictures of tuberculosis are likely to be 
multiple, a condition less likely to occur in 
syphilis, as far as the author’s data indicate. 
The most important differential point is 
probably the presence of tuberculosis else- 
where, as tuberculosis of the rectum is a 
secondary, not a primary enterogenous in- 
fection. It is usually secondary to pul- 
monary tuberculosis. Finally, animal inocu- 
lation with material obtained from the lesion, 
and the observation of the bowel at opera- 
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tion, as in the author’s two cases, serve to 
confirm the diagnosis. Conservative therapy 
is useless. The establishment of an artificial 
anus is the treatment of choice. This rests 
the injured area, which is further treated by 
lavage. The ultimate prognosis is bad, as 
the stricture is merely one manifestation of 
a general tuberculosis—Zur Kenntniss der 
tuberkulisen Rektalstrikturen, H. Jessen, 
Miinchen. med., Wchnschr., April 3, 1925, 
lxxii, 553 —(E. R. L.) 


Tuberculosis and Fistula-in-Ano.— 
The relationship of tuberculosis to fistula-in- 
ano has long been the subject of discussion. 
At present there is a wide difference of 
opinion as to the extent of this relationship, 
reports varying from 1.4 per cent to 70 per 
cent. If we are to come to conclusions of 
practical value in this matter, it is necessary 
that every phase of possible relationship be 
considered, that we exercise reasonable 
conservatism in making our diagnosis, and 
that our cases be selected from widely dis- 
tributed sources and not from some special 
group. In order to base our premises on 
definite and concrete facts and not on con- 
jecture or deduction, it seems fair to define 
a tuberculous fistula as one which is caused 
by the tubercle bacillus and that the con- 
tinuance or progress of the pathological 
changes be due to that microérganism. In 
reviewing the literature the writer finds 
that the percentage of patients with tuber- 
culosis having fistulas is noted, but as to the 
percentage of tuberculous patients having 
tuberculous fistula there is no comment. 
From his own observations and statistics 
obtained from other sources the author con- 
cludes as follows: 1. We are not justified in 
making the diagnosis of tuberculous fistula 
except by definite microscopic picture or in 
cases in which the lesion has the typical eaten- 
out appearance of tuberculous ulceration, 
or at least is the indolent-appearing type 
of fistula with large openings having thin- 
skinned undermined edges. The finding of 
the tubercle bacilli in the secretions or by 
scraping the fistula leaves some slight room 
for doubt, unless it can be definitely shown 
that there is no tuberculous focus higher 
up from which they might come. 2. Con- 
sidering all cases of fistula-in-ano, it is 
doubtful whether more than 2 or 3 per cent 
are tuberculous. 3. Tuberculosis is very 
rarely primary in fistula-in-ano. If it occurs 
at all it is not more than a small fraction of 
1 per cent. 4. Probably 15 per cent of 
fistulas occurring in tuberculous patients are 
tuberculous; 0.33 per cent of tuberculous pa- 
tients also have tuberculous fistulas. These 
figures, however, are based on a very small 
number of cases. 5. In view of the ease with 


which the tubercle bacillus affects the mucous 
membrane of the bowel it would seem 
possible that in some cases at least in tuber- 
culous persons, in whom the fistula appears 
to be a simple inflammatory process, the 
original lesion in the bowel-wall is due to the 
tubercle bacillus. However, this is purely a 
matter of opinion and has not been proved. 
In any event, it has but little bearing on the 
prognosis or treatment of the fistula. 6. It 
is probable that tuberculosis as such has a 
tendency toward the formation of rectal 
fistula, but that this tendency is not as great 
as is generally supposed. The general 
condition of the patient is also a decided 
factor. 7. It would seem that the formation 
of rectal fistulas in persons who are under- 
weight is undoubtedly a definite warning of 
the presence of pulmonary tuberculosis or of 
a tendency toward its development. These 
persons are entitled to a most scrutinizing 
general examination, which, even if negative, 
should be repeated periodically — The Rela- 
tionship of Tuberculosis to Fistula-in-Ano, 
W. A. Fansler, J. Am. M. Ass., August 29, 
1925, lxxxv, 671.—(J.S. W.) 


Tuberculosis of Hernial Sac.—A case 
of tuberculosis of a hernial sac occurred in a 
60-year-old man. The hernia had existed 
for a long time. The intestines were not 
involved. The condition was considered 
to be primary tuberculosis of the hernial 
sac.—LHin Beitrag sur Bruchsacktuberkulose, 
L. Tonenberg, Centralbl. f. Chir., 1924, li, 
1051.—(H. J. C.) 


Tuberculosis of Hernial Sac.—A man 
of 21 years with a small right inguinal hernia 
noticed that it was growing progressively 
larger, causing discomfort and now and then 
pain in the right inguinal region. At opera- 
tion there was found a whitish, adherent 
hernial sac, filled with yellowish fluid which 
came from the peritoneal cavity. The 
fluid was presumably tuberculous. Radical 
operation benefited both the general and 
local condition —Tuberculose herniaire, 
Delannoy, Bizard and Patoir, Meeting, Soc. 
de Méd. du Nord, January, 1925, reported 
in Presse Méd., February 21, 1925, no. 15, 
242.—(E. H. K.) 


Treatment of Tuberculous Peritonitis 
with Ultraviolet Light.—The technique 
employed was as follows: With the mercury 
vapor-quartz lamp at a distance of one metre 
the duration of exposure was increased from 
three to seven minutes and then to ten 
minutes and to fifteen minutes, three times 
a week for six weeks. In several cases there 
was loss of pain, improvement of the general 
condition, return of appetite, gain in weight 
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and, above all, disappearance of constipa- 
pation.— Note sur l’action des rayons ultra- 
violets dans la péritonite tuberculeuse de 
Vadulte, Delherm, Morel- Kahn and Couput, 
Meeting, Soc. Francaise d’Electrothérapie et 
de Radiologie, February 26, 1925, reported 
in Presse Méd., March 11, 1925, no. 20, 321— 
(E. H. K.) 


Solitary Tuberculosis of Spleen.—Two 
cases are reported of solitary splenic tuber- 
culosis occurring in men 35 and 55 years of 
age. In one of the cases, in spite of exhaus- 
tive anatomical studies, no tuberculosis was 
found in any other organ. In the other 
case there were fibrosed pulmonary foci. 
The spleen contained caseous necrotic foci 
with hemorrhagic periphery, and giant cells 
only sparsely in the periphery.—Uber 
isolierte Milztuberkulose, A. Esser, Virchow’s 
Arch., 1924, ccliii, 695.—( H. J. C.) 


Tuberculous Splenomegaly.—Splenec- 
tomy was done in two cases, one a woman of 
65, the other a woman of 28. Neither gave 
a history of tuberculosis. Both had proges- 
sive wasting and weakness for a comparatively 
short time, and symptoms referable to large 
size of the spleen. Both had irregular fever. 
Neither presented a grossly abnormal blood 
picture. One spleen weighed 4.5 and the 
other 4 pounds. Both spleens were very 
vascular and like a loose-meshed sponge. 
In the spleen of the 28-year-old patient 
tubercles were numerous and stood out 
boldly, while in the 65-year-old patient they 
were few, but there were many isolated 
giant cells with little reaction about them,— 
an old-age tissue reaction. There was no 
caseation. Tubercle bacilli were not demon- 
strated. The 65-year-old patient died three 
days after operation, and at postmortem 
there was found tuberculosis in the liver and 
its lymph nodes, and in the lungs. The 
other patient died six months after operation 
from generalized tuberculosis. Though no 
other primary focus was found, hesitation is 
expressed in accepting the term. “primary 
tuberculosis” of the spleen in these cases. 
Irregular fever with splenomegaly should 
suggest tuberculosis— Two Cases of Tuber- 
culous Splenomegaly, E. R. Carling and J. A. 
B. Hicks, Brit. M. J., August 15, 1925, no. 
3372, 291—(E. K.) 


Pulmonary Tuberculosis and Ex- 
trapulmonary Localizations.—Of 4,654 
cases on the service of Léon Bernard, only 7 
per cent had extrapulmonary lesions. These 
will vary according as they occur before any 
pulmonary manifestation of tuberculosis or 
during its course. Previous local tubercu- 
losis, dating from infancy or childhood but 
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not from adult age, healed or not, whatever 
its location or the number of its localizations, 
permits a favorable prognosis for the pul- 
monary lesion. This is Marfan’s law. 
But when in a tuberculous person, free from 
all previous local tuberculosis, an extra- 
pulmonary lesion appears, one must expect a 
severe, progressive form of pulmonary 
lesion.— Tuberculose pulmonaire et localiza- 
tions tuberculeuses extra-pulmonaires, A. 
Camino, Théses de Paris, 1924, reviewed in 
Presse Méd., February 14, 1925, no. 13, 210.— 
(E. 


Heliotherapy of Surgical Tuberculosis. 
The use of actinic rays in the treatment of 
surgical tuberculosis should be regarded 
rather as a most valuable adjunct to surgical 
treatment than as a fetish. The results of 
operation performed in city hospitals can 
in no way be compared with those done upon 
sunburned children living day and night in 
the open air. In its local use, either au 
naturel, or by means of the Thézac-Porsneur 
lens, the action of the sun’s rays is little 
short of marvelous. Sinuses heal, deep 
abscesses consolidate, and stiff joints regain 
movement in a most dramatic manner. 
Yet, there are limitations. Sequestra should 
be removed secundum artem and not be 
allowed to disintegrate during the passage 
of years. Bone abscesses must be cleaned 
out and the wounds closed to heal by first 
intention. — Sunshine and Surgical Tubercu- 
losis, J. B. Barnett, Brit. J. Tuberc., April, 
1925, xix, 81—(B. T. McM.) 


Calcium-Chloride Treatment of Sur- 
gical Tuberculosis.—An acidification of 
the tissues in tuberculosis, especially increases 
of sulphuric, lactic and oxalic acids, leads 
to an increased calcium excretion, resulting 
in calcium poverty. The tubercle bacillus 
finds a favorable soil in the acid tissues and 
aids in producing more acid through its 
own metabolism in the body. As a result 
of the calcium poverty, there takes place an 
increase of toxic magnesium salts. In 
treating tuberculosis one should prevent 
calcium poverty of the body fluids and 
tissues. Calcium given by mouth is un- 
satisfactorily absorbed, and for this reason 
it should be administered intravenously. 
The method of ionization proved most satis- 
factory (iontophoresis with 2 to 4 per cent 
calcium-chloride solution introduced with 
the aid of a multostat or galvanic battery). 
Thirty-two cases of lupus, bone and joint 
tuberculosis, scrofuloderma, lymphadenitis 
and urogenital tuberculosis were treated in 
20 to 70 sittings. The results were, as a 
whole, good; in 6 per cent they were bad, in 
44 per cent satisfactory, in 31 per cent good, 
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and in 19 per cent excellent. The best re- 
sults were obtained in lupus. Uber die 
Chlorcalciumbehandlung der  chirurgischen 
Tuberkulose, A. Oschmann, Arch. f. klin. 
Chir., 1924, cxxxii, 681—(H. J. C.) 


Value of Urochromogen Reaction in 
Surgical Tuberculosis.—The urochro- 
mogen reaction is an important prognostic 
aid in surgical tuberculosis, especially when 
the tests are frequently made. Complete 
healing is indicated only when the test is 
absolutely negative. The treatment of bone 
and joint tuberculosis must be conservative, 
and especially without destructive opera- 
tions, if the test is persistently negative. 
Radical operative intervention in negative 
urochromogen Cases is considered a technical 
error. ven in the case of constantly posi- 
tive urochromogen tests, amputations, ex- 
articulations, etc., are indicated only when 
other prognostic aids point to an unfavorable 
course of the disease.—Die prognostische 
Bedeutung der Weisschen Urochromogen- 
reaktion des Harns bei der chirurgischen 
Tuberkulose, M.Geldmacher, Deutsche Ztschr. 
f. Chir., 1924, clauxxvii, 399.—( H. J. C.) 


Treatment of Surgical Tuberculosis 
with Yatren.—Yatren was_ introduced 
intramuscularly twice a week in 5 per cent 
strength and in 2-cc. amounts. Of 15 pa- 
tients, none were healed, 5 were improved, 9 
were not changed and one did badly. When 
quartz-light therapy was added, the results 
were slightly better. When casein was 
added to yatren so that the mixture would 
excite a local irritation, the results were 
perhaps a little better than in either of the 
groups mentioned above.—Yatren und 
Yatren-casein in der Behandlung der Beriick- 
sichtigung der Dosierungsfrage, P. Beck, Wien. 
klin. Wchnschr., August 13 & 20, 1925, 
xaxvitt, 904 & 937 —(H. S. W.) 


Lipiodol Injections of Cold Abscesses.— 
In a case of Pott’s disease suspected only 
from the presence of an iliofemoral abscess, 
the injection of 100 cc. of lipiodol after 
evacuaticn of the pus permitted exact 
localization of the lesion by X-ray at the 
level of the fifth lumbar vertebra. In an- 
other case an abscess of the thigh was shown 
to originate in the hip joint—Exploration 
radiologique des abcés froids aprés injection de 
lipiodol, Cotte and Badolle, Meeting, Soc. de 
Chirurgie de Lyon, May 7, 1925, reported in 
Presse Méd., May 27, 1925, no. 42, 703.— 
(E. H. 


Relation of Primary Tuberculous 
Polyarthritis to Tubercle-Bacillus Sep- 
sis.—In 1914 the author was unable to 


reconcile the identity of Still-Chauffard’s 
disease (chronic articular rheumatism with 
enlargement of lymph nodes and spleen) 
with Poncet’s tuberculous articular rheuma- 
tism, but observations since then seem to 
make more certain the identity of these two 
conditions. The association of the lym- 
phatic system in Poncet’s primary tubercul- 
ous rheumatism, especially in the widespread 
cases, is the distinctive symptom of this 
disease, when compared with Poncet’s 
secondary rheumatism in the presence of a 
manifest tuberculosis of the lungs or other 
organs. Even though no tubercle bacilli 
are found in the lymph nodes in the primary 
rheumatism this does not discredit this view; 
for in this case purely inflammatory symp- 
toms are being dealt with, originating from 
a less virulent infection. The inflammatory 
symptoms can exist for a long time or result 
in contractures. In the latter case severe 
deformities may occur. Bone and cartilage 
remain uninvolved in most cases; in the 
classical case purely destructive changes 
are lacking, although there may exist mixed 
and transition forms. As a rule young 
females are afflicted. Endocarditis is absent 
clinically. A number of cases of acute 
tubercle-bacillus sepsis in which the symp- 
toms of an acute polyarthritis with lymph- 
node and splenic enlargement supported the 
idea that the condition was a _tubercle- 
bacillus sepsis which may be at times acute 
and severe, but in the milder cases runs a 
chronic course. The source of infection is 
mostly the lymphatic tissues of the mouth 
which lead to the cervical brachial system.— 
Uber “primdre’”’ tuberkulése Polyarthritis 
und thre Beziehungen zur Tuberkelbacillen- 
Sepsis, H. Pollitzer, Beitr. z. Klin. d 
Tuberk., 1924, lviii, 219.—( H. J. C.) 


Resection of Knee in Tuberculous 
Osteoarthritis.—When osseous lesions are 
absent, or minimal in extent and depth, good 
results are obtained by prolonged immobiliza- 
tion, with revulsion, cauterization and deep 
injections of scar-forming material. When 
the osseous lesion is more advanced resection 
is better, provided the soft parts are not 
diseased. Of 33 cases of resection 30 remain 
well healed, some after thirty-three, twenty- 
seven and twenty-one years. Some do 
heavy work, such as carrying bags of flour 
on their shoulders. Postoperative care 
should follow the technique of Boeckel and 
d’Ollier: careful dressing without irritant 
liquid and exact fixation of the leg in well- 
moulded lateral splints, with the foot elevated. 
The dressing should not be changed before 
forty to sixty days.—Resection du genou 
les __osteo-arthrites tuberculeuses, 
Tédenat, Meeting, Soc. des sciences medicales 
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et biologiques de Montpellier et du Languedoc 
mediterranéen, February 6, 1925, reported in 
Presse Méd., March 25, 1925, no. 24, 393.— 
(E. H. K.) 


Periarterial Sympathectomy in Bone 
and Joint Tuberculosis.—Periarterial 
sympathectomy of the femoral artery was 
performed in 10 cases of bone and joint 
tuberculosis without benefit. The circula- 
tory changes occasioned by the operation 
cease upon regeneration of the sympathetic 
fibres. The operation influenced the pain 
and suffering so slightly that amputation had 
to be resorted to later in 50 per cent of the 
cases.—Periarterielle Sympathektomie bei 
Knochen- und Gelenkstuberkulose, J. Sebes- 
tyen, Centralbl. f. Chir., 1924, li, 2528.— 
J.C.) 


X-Ray Treatment of Tuberculosis of 
Bones.—Twenty-seven patients with osse- 
ous tuberculosis, several of them of long 
standing and with discharging sinuses fol- 
lowing operation, were treated by X-ray, 
the last treatment being at least one year 
prior to the report. Of the 27 cases, 22 are 
regarded as cured. They were under treat- 
ment for an average of four months each and, 
while technique had to be varied to suit the 
needs of individuals in the group, it involved 
in general the cross-fire method with small 
dosage, so as to stimulate cellular activity 
rather than to kill the tissues. In some cases 
cures resulted when the patient was not kept 
at rest, but as a rule general treatment was 
combined with local treatment. Regenera- 
tion occurred, with thick, dense bone taking 
the place of the diseased bone.—X-Ray 
Treatment of Bone Tuberculosis, J. D. 
Southard, Radiology, July, 1925, v, 34.— 
(H.S. W.) 


Multiple Tuberculosis of Bones.— 
A woman, 25 years of age, developed pul- 
monary tuberculosis after influenza in 1918. 
In 1920 there was painful swelling of the right 
hand, in 1922 swelling of the second joint of 
the third and fourth fingers of the left hand, 
and at present pulmonary tuberculosis of the 
right upper lobe and the left apex, with 
lupus erythematosus. The proximal joint 
of the second phalanx of the 2nd, 3rd, 4th 
and Sth fingers of the left hand, as well as 
the 2nd, 3rd, and 5th fingers of the right 
hand, were swollen. There was no softening, 
but there was pain on pressure. Function 
was limited. Roentgenologically, the first 
phalanx of the 4th and 5th fingers showed 
definite transparencies in the distal part. 
In the 2nd, 3rd, 4th and Sth fingers the 
second phalanx was diseased, with most 
marked transparencies in the proximal joint. 
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The distal end of the first phalanx of the 
right index finger also showed transparencies. 
The left foot had similar foci in the first 
phalanx of the 2nd and 3rd toe, and the right 
foot at the distal end of the 2nd, 3rd, and 
4th toe. The patient was able to take long 
walks without symptoms in the feet. 
Therapeutically, many possibilities were con- 
sidered, without result. Pain gradually 
disappeared and the bones seem to be richer 
in calcium after 10 months.—Uber Ostitis 
tuberculosa multiplex, H. Votite, Beitr. z. 
Klin. d. Tuberk., 1924, lix, 272—(H. J.C.) 


Treatment of Tuberculosis of Joints in 
Japan.—A statistical review of 1,114 cases 
of tuberculosis of the joints from the 
Kyushyu Imperial University during the past 
decade was made: 536, or 48.2 per cent, 
were of the hip-joint; 289, or 26 per cent, of 
the knee-joint; 109, or 9.8 per cent, of the 
ankle; 53, or 4.6 per cent, of the tarsal bone; 
35, or 3.1 per cent, of the shoulder-joint; 35 
of the elbow-joint; and 57 of the wrist. 
Plaster-of-paris casts were used in 840 cases; 
64 cases perforated or were surgically incised, 
and in 209 cases amputation was resorted to. 
Death resulted in 8.6 per cent and 63 per cent 
were cured, while 16 per cent healed fol- 
lowing fistula formation—On the Therapy 
of Joint Tuberculosis, together wih the 

herapeutic Results of Same, as They Have 
Been Observed During the Past Decade, T. 
Asada and K. Ito, Nissin Igaku, June, 1924, 
xiti, no. 8, Abstract from Japan Medical 
World, 1924, iv, 263.—(M. M.) 


Tuberculous Chondritis.—The _possi- 
bility of primary infection of the cartilage is 
thought by Dujarier to be well proved by the 
demonstration of blood-vessels in this tissue, 
according to the work of Henschen. Central 
and subperichondrial forms exist. Roux- 
Berger has always testified to the vasculariza- 
tion of cartilage, especially in adults and in 
the aged, according to the degree of ossifica- 
tion.—A propos de la chondrite tuberculeuse, 
Dujarier, Meeting, Soc. de Chirurgie de Paris, 
January 28, 1925, reported in Presse Méd., 
February 4, 1925, no. 10, 150.—(E. H. K.) 


Tuberculous Chondritis.—A man of 
49 years who had had pleurisy with effusion 
two years previously developed a cold 
abscess in the anterior thoracic region, which 
at operation was found to originate at the 
level of the seventh costal cartilage. Micro- 
scopic examination of the piece resected 
showed tuberculous chondritis.—Chondritis 
costale bacillaire, Ginesty, Meeting, Soc. de 
Chirurgie de Toulouse, March 20, 1925, 
reported in Presse Méd., April 25, 1925, no. 
33, 543—(E. H. K.) 


Differential Diagnosis of Tuberculosis 
of Tendon Sheaths of Hand.—Tubercu- 
losis of the tendon sheaths of the hand affects 
the volar side and spreads proximally, lead- 
ing characteristically to a swelling of the 
wrist which is not acutely inflamed. A 
case is described in which an 18-year-old girl 
suffered from symptoms associated with the 
type of swelling commonly observed in 
tuberculosis. Operation disclosed a_well- 
known type of anomaly of the palmaris 
longus tendon and muscle, in which a mus- 
cle 3 cm. broad replaced the tendon.—Zur 
Differentialdiagnose der Sehnenscheidentuber- 
kulose der Hand, H. Dieterich, Miinchen. 
med. Wchnschr., April 24, 1925, lxxii, 693.— 
(E. R. L.) 


Treatment of Tuberculosis of Ole- 
eranon with Ultraviolet Light.—An 
elderly patient with necrosis of the olecranon 
of two years’ standing, with fistula formation 
and elimination of sequestra, was treated 
with ultraviolet rays. Although the num- 
ber of treatments was limited, there was 
improvement with new bone ‘formation 
shown on the X-rays. Two years later, 
with no intervening treatment, there was 
even more marked improvement in the X- 
ray.—Ostéite tuberculeuse suppurée de Volé- 
cranone traitée par les rayons ultraviolet; 
presentation de radiographies, Fraikin and 
Burill, Meeting, Soc. Francaise d’Electro- 
therapie et de Radiologie, March 24, 1925, 
reported in Presse Méd., April 8, 1925, no. 28, 
457.—(E. H. K.) 


Tuberculous Spondylitis—/: Sir 
Henry Gauvain: Spinal caries, like other 
forms of surgical tuberculosis, is but a 
manifestation of general disease, and de- 
mands general as well as local treatment. 
The latter is concerned with the correction 
or prevention of deformity and is largely 
orthopedic in character, while the former 
involves climatic, hygienic, drug, dis- 
ciplinary, educational and other measures. 
Thirty to 40 per cent of nonpulmonary 
tuberculosis in children in England is of 
bovine origin, while according to the figures 
of Griffith 60 per cent of cases of spinal caries 
originating in children under 10 years of age 
arises from bovine sources. Diagnosis is not 
discussed. As to treatment, the first con- 
sideration is to emphasize the importance of 
not opening tuberculous abscesses secondary 
to spinal caries, because of the danger of 
septic sinuses. In those cases in which 
abscesses have been opened an ultimate 
mortality of some 75 per cent may be ex- 
pected from septic exhaustion or amyloid 
disease. Wherever possible _ aspiration 


should be performed. Disapproval is ex- 
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pressed of Albee’s and Hibbs’s operations 
for spinal caries in children, because they 
have little value in shortening the treat- 
ment; they are by no means devoid of 
danger, unless prolonged and careful after- 
care is instituted; they will not prevent the 
onset of deformity; and, if deformity exists, 
they will prevent the application of measures 
calculated to correct the deformity. Such 
operations, which are rarely, if ever, essen- 
tial, are reserved for selected adult cases, 
because it is held that they would not have 
saved the life of any of the spinal patients 
who died, they would have increased the 
mortality if generally adopted, and would 
have made little appreciable difference in 
the length of treatment required. The 
desiderata of the mechanical measures of 
treatment in early, acute, or progressive 
caries are (1) dorsal recumbency to ensure 
rest of the body; (2) immobilization of the 
spine to secure rest of the lesions, and (3) asa 
general rule, provided extreme deformity 
has not already developed, hyperextension of 
the spine to prevent the occurrence of de- 
formity, or to reduce moderate deformity 
which may have arisen, and to relieve muscle 
spasm. In straightforward cases simplicity 
in the apparatus employed is desirable, such 
as the simple spinal board, with jacket, 
mattress, and hyperextension applied as re- 
quired. For particular phases more elaborate 
apparatus is often required. Even extreme 
deformity may be safely reduced in a large 
number of cases, especially in children, by 
the “wheelbarrow” splint, followed by a care- 
fully moulded plaster jacket, when there is 
lateral curvature, or by a “Marconi” appara- 
tus, when there is extreme kyphotic curve, 
or by a “push and pull” splint when some 
dorsal deformity remains in a spine no longer 
active. It must be borne in mind that the 
mechanical means of correction of deformity 
are only justifiable when they are capable of 
safe employment. As to the use of plaster- 
of-paris, it is frequently of great value after 
correction of deformity and while consolida- 
tion of the lesion is taking place. Even 
when one is assured that ambulatory treat- 
ment may be safely started and the disease 
has been arrested, which in even the most 
mildest cases is a matter of three years, it is 
a wise precaution to insist on the application 
of a suitable mechanical protection for the 
spine in the form of a removable jacket, as a 
properly fitting celluloid splint. 2: G. R. 
Girdlestone: Operations of spinal fixation in 
caries of the spine shorten the need of recum- 
bency and external splintage, but do not 
shorten the time for cure. They are most 
valuable in adults, but at certain stages are 
indicated in children, particularly when the 
disease is quiescent after several years of 
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recumbency. The cases are those in which 
caries has led to such instability of the 
column as will, through strain, cause pro- 
gressive deformity difficult to check by 
splinting, and will also for the same reason be 
likely to lead to recurrence of disease. In 
lumbar and dorsolumbar cases an Albee 
graft is generally satisfactory, but in mid and 
upper dorsal cases a Hibbs operation, pref- 
erably accompanied by an osteoperiosteal 
graft (Delangeniére), is considered best. 
Such an operation is really part of the after- 
care rather than the treatment. In dis- 
cussing the deformity, it is emphasized that 
an angular deformity occurs when there has 
been much loss of bone, and the angle must 
be protected during the efforts to produce 
compensatory curves. The inadvisability of 
opening and draining a cold abscess because 
of the danger of sepsis is pointed out. For 
the prevention of sepsis, early, efficient, long 
continued, general and local treatment with 
careful aspiration and after-care are recom- 
mended. In the treatment of sepsis, general 
measures, such as heliotherapy, open air, and 
a correct diet, but not overfeeding, and local 
measures, as a vigorous effort to establish 
adequate drainage, are advised.— Discussion 
on Tuberculous Disease of the Spine, Pro- 
ceedings of Sections at the Annual Meeting, 
1925, Brit. Med. Ass., Section of Orthopedics, 
Brit. M. J., November 21, 1925, no. 3386, 
937—(E. H. K.) 


Treatment of Tuberculous Spondy- 
litis.—There is a distinct increase in the 
incidence of tuberculous spondylitis, both 
as regards its gross increase at all ages up to 
the fourth decade and in its relative increase 
as compared with other forms of bone tuber- 
culosis. Diagnostic difficulties may present 
themselves as against rickets. In both 
diseases the patient frequently has a bron- 
chitic cough, in both the spine is spared 
during movements of the body, but the 
tuberculous patient will turn his entire body 
rather than turn the neck. The sitting 
posture helps somewhat. Lying on its belly, 
the rachitic child will tolerate being picked 
up by the raising of his feet up and toward 
the back; the tuberculous child will cry out 
with pain in the back under such a procedure. 
Tuberculous spondylitis is a disease of long 
duration. Therapy in beginning spondylitis 
Is a general problem that includes im- 
mobilizing the spine and removing the weight 
from it. Heliotherapy has many advan- 
tages, whether it be given in high or low 
altitudes and in sanatoria or outside of them. 
When there is an isolated tuberculosis of the 
Spine, operation and removal of the entire 
focus is the procedure of choice. A cast is 
also indispensable. One may get satisfac- 
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tory results in rapidly forming gibbus by 
straightening the spine by pressure, but not 
nearly so satisfactory as by the method of 
Calot. A plaster-of-paris cast is immedi- 
ately applied. The formation of the gibbus 
can be prevented if the patient at the begin- 
ning is put in a plaster cast and kept there 
with pillows of increasing thickness added 
over the diseased area from time to time. 
When drainage of an abscess is necesary it 
is helpful to inject Lugol’s solution or iodo- 
form-glycerine, in order to prevent formation 
of a fistula—Die Spondylitis tuberculosa und 
thre Behandlung, A. Briining, Klin. Wchn- 
schr., October 14, 1924, iii, 1916.—(H.S. W.) 


Diagnosis of Tuberculous Spondy- 
litis.—It is always desirable to make the 
diagnosis of tuberculous bone or joint dis- 
ease early, since the prognosis is better the 
earlier the disease is recognized. In spondy- 
litis pain is a very early symptom and appears 
in the middle of the back. It is increased by 
motion and by sudden pressure or tapping 
with the fingers, and tends gradually to be- 
come more severe. In muscular rheumatism 
the pain is lateral and in the situation of the 
muscles; it frequently varies, as with colds, 
etc., and often disappears. Limitation of 
mobility is marked in spondylitis. The 
X-ray is very helpful, especially when abscess 
formation has occurred. Lateral position in 
the cervical region is quite helpful. Shadows 
are also cast by the aorta, enlarged thymus, 
hilum lymph nodes, tumors, other bone 
abscesses, abdominal aneurysm, and diver- 
ticulae of the intestines, but each of these 
has its own characteristics. Psoas abscess is 
very easily overlooked by the X-ray, but 
it too has certain distinguishing features. 
The shadow is usually more intense about 
the area of bone tuberculosis and there is 
probably an increase in the deposition of 
calcium.—Zur Diagnose der tuberkulisen 
Spondylitis, P. Pitzen, Deutsche med. Wchn- 
schr., May 22, 1925, li, 869.—(H. S. W.) 


Heliotherapy and Tuberculous Spon- 
dylitis.—In 1903 the first clinic for the sys- 
tematic application of the sunbath to the 
entire body in the treatment of extrapul- 
monary tuberculosis was established by 
Rollier at Leysin. The use of such therapy 
is based on the recognition of the fact that 
tuberculosis, wherever situated, is a general 
disease presenting local manifestations, and 
as such demands treatment directed toward 
the improvement of the general health. 
Compared to rest, fresh air, food, the main- 
tenance of immobilization and correction of 
deformities when present, all important 
factors, its relative value is difficult to deter- 
mine. The general technique of heliotherapy 
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and the treatment of spinal tuberculosis as 
based on a personal study of the methods 
of Rollier and his co-workers are de- 
scribed, with emphasis laid on strict individ- 
ualization and careful progression, with 
gradual exposure of the body first to fresh 
air and then to sunlight, the maximum 
exposure eventually being from three to 
six hours. A patient beginning treatment is 
immobilized on a hard mattress on a bed- 
frame which does not sag, his back is pro- 
tected by cushions packed with millet-husk, 
and other cushions are placed directly be- 
neath the diseased part in order to increase 
lordosis and reduce the compression of the 
vertebral column at the site of disease. 
These cushions are replaced gradually by 
pads filled with sand, and later by wooden 
blocks which are gradually increased in size. 
When there is improvement, as proved by the 
roentgenogram, the vertebral position is 
assumed for part of the time, and wedges of 
increasing size placed under the chest to 
increase lordosis. Abscesses should never be 
incised, but if necessary aspirated through 
healthy skin. Most cases are allowed up in 


from twelve to twenty-four months, when 
symptoms and signs have disappeared and 
there is roentgenographic evidence of new- 
bone formation. A support, such as a light 
corset, must be worn for a year afterward. 
As to prognosis, of 198 cases treated at 
Leysin, 1903-1913, 86 per cent were cured 


and 12 per cent improved. In comparison 
with other methods of treatment in extra- 
pulmonary tuberculosis, heliotherapy is to 
be preferred to surgical measures, because it 
not only heals the local lesion but restores 
general health, the normal articular func- 
tions are retained or restored in most cases, 
secondary infection is avoided, and amputa- 
tions or resections are generally rendered 
unnecessary. The use of plaster, Bradford 
frame, or operations for spinal fusion, do not 
seem to compensate for the loss of the cura- 
tive value of properly conducted insolation. 
Exposure to natural sunlight seems to give 
better results than to ultraviolet rays 
alone.—Heliotherapy with Especial Refer- 
ence to Spinal Tuberculosis, C. E. Sevier, 
J. Am. M. Ass., September 12, 1925, lexxn, 
791.—(E. H. K.) 


Operative Treatment of Tuberculous 
Spondylitis.—Radical surgical removal of 
lesions in the vertebrae is dangerous and of 
little avail. Of the fixation methods the 
original operation of Albee is a valuable 
adjunct to conservative therapy. Of 19 
cases operated on, there were 3 early cases 
which were completely arrested. Of 11 
moderate cases 8 were healed; of 6 advanced 
cases 2 improved, and 4 died. Children under 


7 years of age should, as a class, be treated 
conservatively, as is done with early spondy- 
litis. Adults with slight changes should be 
operated on if prolonged general treatment 
does not seem advisable. Of 17 laminec- 
tomies performed for severe disease, only 
3 caused improvement and all the rest re- 
sulted in death. In spite of fixation opera- 
tion and laminectomy, if there occurs a 
progression of a prevertebral abscess, costo- 
transversectomy must be performed with 
widespread openings of the abscess, which is 
preferably closed after the injection of 
Pregl’s solution of iodoform, and is reopened 
only with renewed progression. Symptom- 
less abscesses are left undisturbed. In 
spondylitis of the cervical vertebrae the 
Albee operation is not serviceable. Severe 
tuberculosis of other organs forbids all except 
absolutely necessary operative interven- 
tion —Zur operativen Behandlung der tuber- 
kuliésen Spondylitis, W. Denk, Arch. f. klin. 
Chir., 1924, cxxxii, 156—(H. J.C.) 


Late Results of Albee Operation in 
Tuberculous Spondylitis.—The results of 
operation on tuberculous spondylitis, ac- 
cording to Albee’s original method, are 
reported from the Kiel Surgical Clinic. 
The operative mortality was nil. Of 32 
cases infection of the wound occurred in 
three, while in 4 there ensued a paralysis of 
the peroneus which persisted in 1 case. 
In 5 early cases clinical healing resulted. 
In 4 cases there was definite progression of 
the disease after operation. In 10 cases 
with marked gibbus 3 healed, 1 remained 
stationary, 3 became worse, and 3 died. In 
2 cases of long duration, in which the spondy- 
litis had practically healed, the operation 
resulted in improvement of the disability. 
Because of its influence upon bone growth, 
the operation is not considered advisable 
on children. In general, the results in 
dorsal spondylitis were less favorable than 
in lumbar. Cases with paralysis and acute 
tuberculosis should be excluded from the 
operation.—S pdtresultate der  Albeeschen 
Operation bei der Spondylitis tubercuiosa, C. 
Mau, Deutsche Ztschr. f. Chir., 1924, 
353—(H. J. C.) 


Arthrodesis for Sacroiliac Tubercu- 
losis.—This study is based on 13 cases 
operated on during a period of seven years. 
Diagnosis: Radiating pain over the posterior 
aspect of the thigh and leg was almost a con- 
stant symptom. On physical examination 
the inferior sacroiliac ligament and sacrosciatic 
notch were sensitive to palpation in every 
case, and in none was the sensitiveness over 
the lumbosacral junction. In two cases with 
abscess formation the entire gluteal region 


ABSTRACTS OF 


and lower abdominal quadrant were sensi- 
tive. Limitation of motion was more 
marked in the standing than in the sitting 
position. In only one-half the cases was 
lumbar flexion limited, these being more 
acute and markedly sensitive over the 
sacroiliac joint. In only 38 per cent of cases 
was pain elicited by compressing the iliac 
crests, a test considered by many orthopedists 
pathognomonic of sacroiliac conditions, yet 
here absent in more than half of the cases 
with a proved destructive process. Rectal 
examination is well worth while, being posi- 
tive in the majority of cases. Results of 
arthrodesis: Two-thirds of the patients have 
returned to and worked at their previous 
occupations for an average of 7.6 months, and 
92 per cent have had no pain since operation. 
None of the four deaths were the direct result 
of operation, but rather of other tuberculous 
complications. Approximately one-half of 
patients made a complete recovery, that is, 
were relieved of all subjective and objective 
symptoms and able to return to work, 
while another 25 per cent made a partial 
recovery, that is, were relieved of pain, 
although discharging sinuses persisted.— 
Arthrodesis for Tuberculosis of the Sacroiliac 
Joint, M. M. Smith-Peterson and W. A. 
Rogers, J. Am. M. Ass., January 2, 1926, 
laxxvi, 26—(A. P.) 


Surgical Treatment of Tuberculosis of 
Hip.—The report summarizes the results 
from 1899 to 1920 of 179 cases of tuberculosis 
of the hip,’ 56.5 per cent treated conserva- 
tively and 43.5 per cent by surgical opera- 
tion. Indications for the latter included 
extensive bone lesions with formation of 
sequestrum, destructive and fungoid inflam- 
mation of the joint with fistula formation, 
fever, unsatisfactory general condition and 
contractures. Childhood does not con- 
traindicate operation if factors are otherwise 
favorable. The end-results of operative 
treatment could be determined in only 26 
cases. Although the number is small it is 
noteworthy that the majority of patients 
could use the extremity without supports or 
orthopedic shoes, and that after the opera- 
tion no new tuberculous foci developed. It 
is believed that the operative treatment of 
coxitis leads to an earlier successful result 
and is preferable in cases to be returned to 
an active life—Uber die chirurgische Behand- 
lung der Huiftgelenktuberkulose und ihre 
Spitresultate, N. Antelawa, Arch. f. klin. 
Chir., 1924, cxxx, 275.—(H. J. C.) 


Fusion of Tuberculous Hip-Joint.— 
Tuberculosis of the hip joint “is the most 
distressing, difficult and unsatisfactory 
problem we have to deal with.” Any 
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operation for fixing the hip joint must pro- 
duce ankylosis, for fibrous union cannot 
produce immobilization. Extrairticular 
fixation is necessary. With one or twoex- 
ceptions, the 10 cases reported were un- 
successful because of poor vitality of the head 
of the femur and acetabulum and the dif- 
ficulty of maintaining immobility—An 
Attempt to Fuse the Hip Joint for Tubercu- 
losis, B. P. Farrell, J. Bone & Joint Surg., 
July, 1925, vit (old series, xxiii), 563.— 
(H. S. W.) 


Tuberculosis of Hip in Children.—Tuber- 
culosis of the hip may occur at any age, but 
about 80 per cent of all cases are in chidren. 
The disease is always secondary although the 
portal of entry may have healed completely. 
Weight-bearing and the effect of repeated 
jarring and bruising may be determining 
factors in the location of these secondary foci 
of infection. In nearly 75 per cent of all 
cases the head of the femur is involved first; in 
a small number, the acetabulum. In early 
cases X-ray findings may be entirely normal. 
The object of treatment is twofold: first, 
the development of a local and general 
resistance sufficient to prevent the extension 
of and finally heal the local process; and, 
second, to restore as nearly as possible the 
normal function of the joint. To achieve 
the latter result early and persistent atten- 
tion is essential. When efficient treatment 
is begun early the prognosis is excellent. 
Deformity is always limited and often en- 
tirely prevented, and the period of disability 
is not great and is modified by the ambula- 
tory splint so that a child is able to attend 
school and continue many of the activities 
of normal life-—Tuberculosis of the Hip in 
Children, H. Coe, M. J. and Rec., August 
15, 1925, cxxii, 145.—(B. T. McM.) 


Spontaneous Dislocation from Early 
Tuberculosis of the Hip-Joint. A 
7-year-old boy, with spondylitis and tuber- 
culous arthritis of the foot, suffered spon- 
taneous dislocation of the hip while 
being carried. After reduction of the luxa- 
tion the X-ray revealed normal bone struc- 
ture, but later marked bone changes, indi- 
cating tuberculous coxitis set in. The 
spontaneous luxation was the first visible 
sign of the coxitis, and it probably was due, 
not to a destruction of bone, but to distention 
of the capsule resulting from the accumula- 
tion of fluid in the joint.—Ein Fall von 
Spontanluxation bet beginnender Coxitis 
Tuberculosa, Miinch, Deutsche Ztschr. f. 
Chir., 1924, cluxxv, 274.—( H. J. C.) 


Tuberculosis of Knee-Joint.—A study 
was made of the end-results in 77 cases of 
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knee-joint tuberculosis treated between 1904 
and 1921 at the County Branch of the New 
York Orthopedic Dispensary and Hospital, 
the average period of observation being over 
fifteen years. Of 70 remaining cases 7 
having died, 16 have been operatively fused. 
Twelve of these are cases that relapsed, and 
4 are cases that did not become quiescent. 
Of 51 quiescent cases, in 10 there never was 
demonstrable tuberculosis. Of the 41 re- 
maining, 16 have already relapsed, 12 are 
fused and 4 remain active. Add to these the 
9 that never became inactive, and there are 
now 13 active cases in the whole series. 
Twenty-seven cases are inactive, 3 with bony 
ankylosis and therefore safe, 2 with fibrous 
ankylosis and unsafe, and 22 with varying 
degrees of motion and deformity, all of which 
are certainly unsafe. The average age at 
onset was four years. The time before the 
quiescent period was reached was, on an 
average, six and a half years. The average 
age at which relapse occurred was seventeen 
years, seven years after discharge. The 
relapses to date among the cases that became 
quiescent are well over one-third of the 
series. From these facts it would seem that 
before subjecting joints, especially of growing 
children, to long periods of immobilization 
which in many instances does permanent 
damage more accurate means of diagnosis 
must be uniformly used, such as aspiration 
of joint material and guinea-pig inoculation. 
It appears doubtful whether any case of 
tuberculosis of the knee-joint can be cured 
with mobility, and we are forced to the con- 
clusion that the conservative measures of 
treatment are inadequate and that the elimi- 
nation of motion by early fusing of the knee 
by operation offers the only means of curing 
the disease. This may be done as early as 
the sixth year without any disturbance of the 
growth of the leg.—End- Results in Treat- 
ment of Knee Joint Tuberculosis, R. A. 
Hibbs and H. L. von Lackum, J. Am. M. 
Ass., October 23, 1925, Ixxxv, 1289.— 


H. K.) 


Paralysis Due to Tuberculosis of 
Skull.—Unilateral paralysis of cerebral 
nerves developed from tuberculosis of the 
base of the skull which followed trauma.— 
Ein Fall von halbseitiger multipler Hirnner- 
venlahmung, verursacht durch tuberkulise 
Granulationen an der Schidelbasis, J. Brief, 
Wien. klin. Wchnschr., November 5, 1925, 
xxxviti, 1212—(H.S. W.) 


Tuberculosis Affecting Optic Chiasm. 
—The patient was a man of 45 who, though 
otherwise apparently well, developed some 
failure of vision. Perimetric examination 
revealed bilateral inferior altitudinal hemia- 


chromatopsia, and examination of the fundi 
showed bilateral secondary optic atrophy. 
Physical examination and laboratory tests, 
including urine and Wassermann, were 
negative. Under antisyphilitic treatment 
vison grew worse, particularly in the left eye, 
and a central scotoma appeared. Peri- 
metric examination showed temporal con- 
traction of the temporal field of the left eye, 
especially for colors. Then following two 
months’ treatment with tuberculin (T. R.) 
vision improved, only to grow much worse 
during a six weeks’ absence. A retinitis 
appeared in the left eye. Diagnostic tuber- 
culin, 3 mgm. (O. T.), produced focal, local 
and general reactions. Vision in the left eye 
was greatly reduced for a week following the 
injection. Following a six months’ course 
of treatment with tuberculin then instituted, 
the condition improved greatly. The se- 
quence of events is thought to speak strongly 
for a tuberculous lesion of the meninges 
above the optic chiasm affecting it super- 
ficially and toward the left side. The 
permanent damage to the nerve tissue of 
which there was a certain amount in the 
left eye comes about by infiltration of toxic 
material from the meningeal focus or by 
growth into the nerve tissue. The use of 
tuberculin in diagnosis and treatment of 
eye conditions when there is a question of 
tuberculosis is advocated. It is pointed 
out that there are fundamental differences 
between the use and action of tuberculin and 
of a nonspecific foreign protein, as milk or 
bacterial protein. In tuberculous condi- 
tions results are obtained with tuberculin 
that are not obtained by any dose of milk or 
bacterial protein other than tubercle bacilli — 
Tuberculosis Affecting the Optic Chiasm, 
W. E. Gamble and R. C. Gamble, J. Am. 
M. Ass., August 8, 1925, lxxxv, 312.—(E. 
H. K.) 


Tuberculosis of Cerebrum.—A young 
man of seventeen years, well until March, 
1923, then developed all the signs of brain 
tumor, such as headache, vomiting, fixed 
pupils and vertigo. In the absence of 
localizing signs a decompression operation 
was done which brought about temporary 
relief. Since complete examination of the 

atient revealed the existence of a tubercu- 
ous epididymitis it is thought that the cere- 
bral symptoms were also due to tuberculosis. 
It is worth noting that the Wassermann 
reaction was feebly positive, and antisyph- 
ilitic treatment seemed to give good re- 
sults—Tuberculose cérébral, L. Babonneix 
and M. Levy, Meeting, Soc. de Pédiatre de 
Paris, February 17, 1925, reported in Presse 
Méd., February 28, 1925, no. 17, 272.— 
(EZ. H. K.) 
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Recovery from Tuberculous Meningi- 
tis—About 250 cases of recovery from 
tuberculous meningitis are on record. In 
more than two-thirds of these, however, 
the diagnosis was based merely on clinical 
signs, and not confirmed by demonstration 
of tubercle bacilli in the spinal fluid. In the 
other third, in which the bacillus was 
demonstrated, the incidence of recovery 
increased with the age of the patient. A case 
is described in the author’s experience in 
which the clinical symptoms of meningitis 
appeared subsequent to a fall, in a 9-year-old 
child who had recovered from spondylitis. 
Repeated lumbar punctures were made and, 
in all, 180 cc. fluid was obtained. The fluid 
was under high pressure, sugar-free, rich in 
protein and lymphocytes, and deposited 
fibrin on standing. Tubercle bacilli were 
found in it. Relief from symptoms began 
about 4 weeks after their onset. A week 
later tubercle bacilli could not be demon- 
strated on inoculation of a guinea pig. 
Shortly afterward the patient’s weight began 
to increase. Symptoms which had been 
present since the injury, indicating a flare up 
of the old spondylitis, also subsided. What 
was at first thought to be merely a remission 
eventually proved to be clinical recovery. 
The signs and symptoms of miliary tubercu- 
losis were entirely absent. The author 
points out that the prognosis of tuberculous 
meningitis varies with the type. It is 
occasionally secondary to a solitary brain 
tubercle. In this event the process in the 
meninges may be a well-localized one and 
yet tubercle bacilli appear in the spinal fluid. 
The primary source of the infection in the 
case under discussion could not be deter- 
mined with certainty. The spondylitis 
and an old hilum tuberculosis, demonstrable 
roentgenologically, were both possibilities. 
The fall might have played a rdle in two ways, 
namely, rupture of the capsule of a softened 
tubercle or injury of the meninges permitting 
localization of bacteria from the blood-stream 
there. The clinical history in this case and 
the apparent lighting up of the old spondyli- 
tis, which was noted by X-ray, suggested that 
the infection was hematogenous or lymphog- 
enous from this old lesion. The therapy in 
this case consisted simply of repeated lum- 
bar puncture, at intervals of two to three 
days.—Zur Frage der Heilbarkeit der tuber- 
kulésen Meningitis, K. Koch, Munchen. 
med. Wehnschr., May 15, 1925, Ixxii, 
793—(E. R. L.) 


Tuberculosis of Nervous System.— 
hree types of lesions are discussed: (1) 
tuberculomata of the brain and spinal cord, 
(2) nervous complications of spinal caries, 
and (3) tuberculous meningitis. Tubercu- 


lomata: Tuberculous tumors of the brain 
are probably not nearly so frequent as some- 
times reported. They are most common in 
children. They occur most often in the 
cerebellum, are often multiple, and do not 
form actual abscesses although they often 
contain a caseous centre. The symptoms 
are those of any brain tumor. Tubercu- 
lomata of the spinal cord are very uncom- 
mon, and the symptoms do not differ 
materially from other examples of intra- 
medullary tumors of the cord. Nervous 
complications of spinal caries: The spinal 
cord may be affected (1) by pressure of an 
abscess which, penetrating the posterior 
common ligament of the spine, may either 
press on the anterior aspect of the theca or 
extend all around it. Or (2) a chronic 
pachymeningitis may be set up. In this 
event a mass of tuberculous granulation 
tissue is found surrounding the theca, filling 
up the epidural space, and probably causing 
an affection of the cord as much by inter- 
ference with its blood supply as by actual 
pressure on the cord itself. (3) Least com- 
monly the cord may be compressed by a very 
sharp angular curvature or by a loosened 
piece of dead bone. Histological changes 
in the cord are less than would be expected, 
and the powers of recovery may be remark- 
able. Paraplegia occurs in about 5 per cent 
of all cases of Pott’s disease. It is more 
common in the earlier years of life. In 
elderly subjects it may come on with great 
rapidity. It is more common when the 
thoracic vertebrae are involved, but may 
occur in any region. It may occur before 
spinal disease is recognized. Pott’s disease 
is the most common single cause of compres- 
sion of the spinal cord. The form of para- 
plegia caused by an abscess, according to 
Sorrel and Déjerine occurs earlier (during 
the first year) in the disease, develops within 
a few days or weeks, and rapidly tends to 
become complete. Generally it begins to 
improve at the end of about a year and 
often disappears entirely, being at the 
same time the most common and most 
curable form. That form due to chronic 
meningitis appears more slowly and later, 
develops gradually and progressively, and, 
although subject to occasional remissions, 
generllly results in a chronic and incurable 
paraplegia. Intermediate types may be 
found. Symptomatically, more or less 
pain in the back is common. The mildest 
cases may pass unrecognized; perhaps only 
a heaviness or an undue sense of fatigue in the 
lower limbs with some aching pains appears. 
In such cases a careful examination will 
generally show some slight loss of the volun- 
tary motor power, a slight spasticity of the 
legs with increased tendon reflexes and 
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extensor plantar responses; and usually no 
objective loss of sensation and no affection 
of the functions of the bladder or rectum, 
for motion suffers before sensation and before 
the bladder and rectum. Compression of 
the cord which begins slowly and progresses 
slowly is generally manifested by spastic 
paraplegia, usually with the legs extended 
at the hip and knee with plantar flexion of 
the feet. As compression increases the legs 
may become flexed, perhaps preceded by 
painful flexor spasms. With a complete lesion 
the paraplegia becomes total and flaccid, 
with abolition of all reflex excitability. To 
generalize, a spastic paraplegia in extension 
changing to one in flexion is a grave sign, 
supervention of flaccidity is of even more 
ominous _ significance. Paraplegia, flaccid 
from the beginning, is at once a grave condi- 
tion. The replacement of this flaccidity 
with spasticity with increase of the tendon 
reflexes instead of their absence is a sign of 
improvement. In compression of the cord 
the spinal fluid withdrawn below the lesion 
may be colorless, but contains a great 
excess of protein without any excess of 
cells, a condition designated by the French 
as dissociation albumino-cytologique. More 
rarely the fluid may be yellow or golden 
brown (xanthochromia) with a tendency to 
spontaneous, rapid and massive clotting. 
Comparison with fluid withdrawn above the 
lesion may afford valuable information. 
Injections of lipiodol followed by radio- 
graphing may determine the site of the 
pressure. Conditions, besides Pott’s dis- 
ease, which may cause diagnostic difficulties 
are disseminated sclerosis, spinal syphilis 
and perhaps syringomyelia. In early cases 
of Pott’s disease the following points are 
important: (1) The presence of rigidity of 
the spine, of localized pain or tenderness of 
the spine, and obviously of any bony 
deformity. (2) Very severe and persistent 
root pains are certainly less common than 


in cases both of malignant disease of the 
vertebral column and of tumors of the cord 
or itsmembranes. (3) The spinal symptoms 
are nearly always bilateral and more or less 
symmetrical, whereas in spinal tumors, 
especially unilateral, symptoms may be 
present for a prolonged period and the 
Brown-Sequard syndrome is often a charac- 
teristic feature. The indications for opera- 
tion to relieve paralytic symptoms are given. 
Tuberculous meningitis: In adults this may 
be simulated by vascular lesions of the brain, 
tumors, abscesses, other forms of meningitis, 
and especially by encephalitis lethargica. 
Points of clinical differentiation from the last 
are: (1) The onset is usually more abrupt 
in encephalitis than in tuberculous menin- 
gitis. (2) Vomiting as an early symptom 
points to meningitis. (3) In the later 
stages when the patient is more or less stu- 
porous it is generally easier in encephalitis 
to arouse him to answer questions more or 
less rationally than it is in a corresponding 
stage of meningitis. (4) Marked stiffness 
or rigidity of the neck, and, even more, 
retraction of the head are more indicative of 
meningitis though this sign may not be 
marked. (5) Persistent ocular palsies, and 
especially palsies of conjugate movement, 
such as elevation of the eyes, are more 
characteristic of encephalitis. (6) Some- 
times, even in cases which are quite stu- 
porous, the typical Parkinsonian immobility 
of facies and generalized rigidity of the limbs 
will provide a valuable clue in favor of 
encephalitis. Finally, only time may inform 
us with certainty, as meningitis is usually 
fatal in about three weeks. The characteris- 
tics of the spinal fluid in tuberculous menin- 
gitis are enumerated. A case of recovery 
from tuberculous meningitis is given, adding 
one more to the 46 authentic cases on rec- 
ord.— Tuberculosis of the Nervous System, A. 
ie Tubercle, April, 1925, vi, 313.— 
(J.B.A.) 
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